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MEDICAL LEGISLATION—RECENT AND 
CONTEMPLATED* 


C. St. Cram Drakes, M. D. 


Secretary Illinois State Board of Health. 
SPRINGFIELD, ILL, 


At the conclusion of the sessions of the Forty- 
Ninth General Assembly, magazines and news- 
papers of national circulation declared that Illi- 
nois had enacted more salutary laws affecting 
public health and social progress than had been 
enacted during the year in any other state, and 
more than has been passed in Illinois in the pre- 
vious quarter of a century. 

In all, there were upward of thirty laws with 
more or less definite bearing upon public health, 
the practice of medicine and social and civie wel- 
fare that at one time made their appearance upon 
the statute books of the state. 

It is doubtful if there has existed in any pre- 
vious session of the legislature so cordial a feel- 
ing toward the physicians on the part of the leg- 
islators. The members of the house and senate 
seemed to generally appreciate that the medical 
profession was asking for constructive legisla- 
tion which would afford greater benefits to the 
public as a whole than to the profession itself. 
And, as a matter of fact, most of the medical 
and semi-medical bills introduced in the General 
Assembly were of a broad character designed for 
the public good, and not in any sense for the 
protection or for furthering the interests of doc- 
tors as a class. 

On account of this cordial feeling on the part 
of the General Assembly, which was furthered by 
the sane and well balanced activity of the legis- 
lative committee for the State Medical Socity, 
it was found possible to obtain the passage of 
measures which had been desired for years, but 
the passage of which had been sought in vain. 

It is my personal conviction that the members 
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of the Forty-Ninth General Assembly look back 
upon the medical laws which were passed with 
very considerable satisfaction, and this impres- 
sion is supported by the fact that many promin- 
ent members of both house and senate have ten- 
dered their services to the State Board of Health 
in the introduction of further constructive legis- 
lation during the Fiftieth General Assembly. 

I also believe that the record of the last legis- 
lature is looked upon with universal satisfaction 
by the members of the medical profession, with 
a possible exception of the passage of the so-called 
Optometry bill. 

Those who were active in legislative matters 
at Springfield saw from the outset that the Op- 
tometry Bill bore all of the earmarks of a suc- 
cessful journey through the Legislature, and 
those who were in closest touch with the situation 
were not materially surprised when the bill 
became a law. 

I am convinced that many members of the 
General Assembly did not look upon the opposi- 
tion to the Optometry Bill as representing any 
great part of the medical profession, and, as a 
matter of fact, it cannot be said that the Opto- 
metry Bill was opposed by any very considerable 
proportion of the physicians of the State. Very 
few medical men took the trouble to express their 
opinion against this bill to the members of the 
General Assembly, and there is said to be abund- 
ant proof in the form of letters and telegrams 
that about twice as many physicians endorsed the 
bill as actively opposed it. 

In the face of this apparent apathy and un- 
concern on the part of the medical profession, 
the optometrists themselves had conducted an 
intelligent and vigorous preliminary campaign ~ 
and kept their representatives constantly on the 
ground to watch out for the progress of their bill. 

This thing stood out conspicuously in regard 
to the Optometry Bill:—That many of those 
members of the legislature who have always fav- 
ored constructive medical legislation, were for 
the bill from the beginning and the argument 
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with which they supported their ‘attitude con- 
tained much which appealed to those who looked 
to them for guidance, as sound and logical. 

They contended that the highest courts had 
ruled that the practice of optometry is in no 
sense the practice of medicine, and that neither 
the Medical Practice Act nor any other state law 
regulated the practice of optometry or protected 
the public from the incompetent or unscrupulous 
optician or spectacle vender. For this reason it 
was held by many legislators who heretofore have 
stood with the medical profession in its legisla- 
tive battles, that the passage of some law restrict- 
ing the operations of incompetents and fakirs in 
this particular line should be passed for the good 
of the community as a whole. 

These menbers of the General Assembly, now 
that the law is in operation, point out the fact 
that more than 500 incompetent spectacle ven- 
ders have already been put out of business and 
they ask the pertinent question—“Is this not for 
the good of the public and to the advantage of 
the medical profession as well as the reputable 
opticians ?” 

Among other important medical laws which 
were passed by the Forty-Ninth General Assem- 
bly, there is one which removed a weak spot and 
a source of constant misunderstanding in the en- 
forcement of the Medical Practice Act. This is 
an amendment to the Medical PracticeAct giv- 
ing to the State Board of Health jurisdiction 
over all medical licenses issued since the Board 
was created. Repeated efforts had been made to 
secure the passage of this amendment, but such 
efforts in the past have always resulted in failure. 

It must be a matter of common knowledge to 
all of you that the Supreme Court, in passing 
upon the Medical Practice Act of 1899, held 
that the law was so worded as to give the State 
Board of Health jurisdiction over no licenses ex- 
cept those issued under the present law. That is, 
the repealing clause of the present law nullified 
the authority which the Board formerly held over 
its licentiates, and the Board was put in the pos- 
«tion of starting with a clean slate from July 4, 
1899,—all licenses issued prior to that time being 
immune from any action on the part of the 
Board, 

On account of this Supreme Court decision, 
there were innumerable misunderstandings and 
frequent unjust criticisms of the Board on ac- 
count of its apparent indisposition to take action 
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toward the revocation of licenses of offending old 
licentiates. As a matter of fact the State Board 
of Health was as powerless as though no medical 
practice act had ever existed prior to the one now 
in force. 

The amendment secured by the last General 
Assembly, however, restores to the Board iis 
jurisdiction over all licenses and greatly strength- 
ens the organization in the enforcement of the 


- Medical Practice Act. 


Before the Public Health Section of this meet- 
ing, I have already spoken on the public health 
laws enacted by the last General Assembly, and 
it is my purpose here today to dwell only upon 
the recent and proposed legislation affecting the 
medical profession directly. It may consequent- 
ly seem that I am going beyond the province of 
my subject when I call your attention to the 
passage of such laws as the Birth and Death Reg- 
istration Law, the act concerning the Prevention 
of Blindness and the new Anti-narcotic Lew. 
But, the enactment of such measures has a very 
definite bearing upon the medical profession of 
the State. 

For many years I)linois has stood as one of the 
very few important states without adequate birth 
and death registration. Lllinois has borne the 
edium of being refused recognition by the United 
States Bureau of the Census as lying within what _ 
is known as the Registration Area, and the mor- 
tuary and birth statistics of the state have not 
been accepted in any way throughout the nation. 
Unjust though it may be, this conspicuously un- 
fortunate condition, has been attributed to a large 
extent to the indifference of the medicial pro- 
fession, with the result that the rank and file of 
Illinois physicians have suffered in the eyes and 
opinions of other states. 

In the establishment of reciprocal relations in 
the matter of medical licensure, the State Board 
of Health has observed the feeling on the part 


-of other state boards, that the standing of Illinois 


practitioners must be somewhat indicated by the 
absence of basic health laws on our statutes and 
the establishment of advantageous reciprocal re- 
lations has been made far more difficult on this 
account. 

The new Birth and Death Registration Law 
can do a great deal to restore the medical pro- 
fession of I)linois in the esteem of other states. 
The mere passage of this law, however, does not 
automatically place Illinois in the Registration 
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Area. In the opinion of officers of the federal 
goverment and in the opinion of health officers 
and vital statisticians, the new Illinois law is an 
excellent law and will warrant recognition of 
Illinois as a registration state, but before this 
State can be so recognized the Bureau of the 
Census must satisfy itself, by exhaustive investi- 
gation, that we not only have a good law, but that 
the law is being observed and enforced to such 
an extent that at least ninety per cent of all 
births and deaths are registered. 

Hence, while it is unfair to charge the medical 
profession with the failure of the passage of a 
suitable Birth and Death Registration Law in the 
past, it is perfectly just to say that the recogni- 
tion of Illinois as a registration state now de- 
pends upon the degree of thoroughness with which 
the physicians of the state carry out the pro- 
visions of the Act. 

If, next September, when the investigation of 
the operation of the Birth and Death Law is 
undertaken by representatives of the Federal 
government, it is found that the law is not being 
generally observed and Illinois is consequently 
denied recognition as a Registration State then, 
it seems to me, that there will be some justifica- 
tion for the other states of the union and the 
other state licensing and examining boards to as- 
sume that the physicians of Illinois are indiffer- 
cnt to high medical standards and to efficient ad- 
ministration of those things which have to do 
with the health of the State. 

One of the important provisions which the 
State Board of Health hopes to carry out in the 
future, is that of obtaining the privilege of 
reciprocity for the entire medical profession, so 
that the older physicians of the state may go to 
other sections of the country without prohibitive 
or embarrassing restrictions. But the establish- 
ment of a reciprocal relationship upon any other 
baises than recent examination, will, in a large 
measure, depend upon the development of a high 
degree of confidence between the reciprocating 
states and the advantages which will accrue to 
Illinois upon such a basis will depend to a con- 
siderable extent upon the opinion which other 
states may hold of the medical standards of 
I}linois. 

I have spoken, in passing, of the act for the 
Prevention of Blindness, and at this time I want 
to correct some misapprehensions in regard to 
this law. The law does not make it obligatory to 
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use nitrate of silver solution or any other prophy- 
lactic in the eyes of the new-born child. It re- 
quires, however, that all cases of ophthalmia 
neonatorum be reported; that the attending phy- 
sicians warn the parents as to the dangers of 
ophthalmia and that they advise the use of an 
efficient prophylactic. Beyond this the law can- 
not and does not require the physician to go. 

I feel that you are all more or less conversant 
with the plans of the State Board of Health to 
bring about a thorough reorganization and read- 
justment of activities whereby the health func- 
tions will be separated from those of medical reg- 
istration and licensure. 

Within the past few years the demands upon 
the board as an examining and licensing body, 
have been such that the public health work has 
suffered materially. Constructive work in pre- 
ventive medicine is without limit in its oppor- 
tunities, and that state which devotes itself most 
actively to purely preventive measures will be 
the state which will suffer least from communi- 
cable disease. The meeting of emergencies and 
the suppressing of epidemics has become a matter 
of relatively small importance. 

Hence, the State Health department should 
have the time to devote to deliberate and carefully 
planned health campaigns. Its activities should 
extend over 365 days in the year. The health 
work should not be sidetracked by any other func- 
tions which, while infinitely less important, must 
be performed in a definite time limit. On the 
other hand the work of medical examination and 
licensure is largely a clerical function which must 
be carried out within definite time limits, and 
the tendency of this licensing function has been 
to encroach more and more upon the public health 
function. As a result, it may be conservatively 
stated that at least seventy-five per cent of the 
time and energy of the officers and employes of 
the Illinois State Board of Health has been de- 
voted in recent years to duties connected with 
medical examination and licensure. 

It has been recognized for many years that the 
principle functions of the state board of health 
should be definitely separated so that neither 
should suffer by the encroachment of the other, 
and the plan now contemplated is to create two 
major departments and possibly three, in the 
State Board of Health, but each with its own 
commissioner and its own individual and separate 
existence. 








A number of years ago it was advocated that a 
new board of medical licensure be created; that 
the State Board of Health retain the public 
health functions and that the licensing and ex- 
amining functions be transferred to a new organ- 
ization. I think you all recognize that such a 
plan is out of keeping with the ideas of economy 
and efficiency now adopted by the more progres- 
sive states. The tendency of the time is not to 
increase, but rather to abolish individual boards 
and to concentrate as many functions as possible 
under a single organization, these functions, 
however, being definitely divided and each under 
its own responsible head. 

In the proposed department of medical ex- 
amination and licensure, or as it should be known, 
the department of medical registration, it is ex- 
pected to incorporate the examination and licen- 
sure of all practitioners having to do immediate- 
ly or remotely with medical practice. This would 
include physicians, drugless healers or “other 
practitioners,” graduate nurses, midwives, em- 
balmers and barbers if the examination and 
licensure of barbers is continued in times to 
come. It is not intended that the establishment 
of such a department would do away necessarily 
with the Board of Examiners now engaged in the 
various phases of this work, but it would central- 
ize the machinery of registration and minimize 
the clerical service required. 

It is not possible for me at this time to go into 
detail in regard to those other.laws passed by the 
Forty-Ninth General Assembly which have a 
‘ bearing upon the medical profession as a pro- 
fession. But in drawing your attention to the 
future of the State Board of Health in its rela- 
tionship to the profession, I want to emphasize 
the need of certain new legislation which it is 
hoped may be enacted by the next General As- 
sembly. 

In my opinion there should be an amendment 
to the Medical Practice which will extend the 
privilege of reciprocity to all reputable and com- 
petent physicians. The injustice of the present 
situation is generally recognized. While it is ad- 
mitted that the young man recently graduated 
from medical school is able to pass examinations 
in the elementary branches of medicine such as 
the older practitioner cannot pass or at least finds 
great difficulty in. passing, it is nevertheless 
recognized by every intelligent person that the 
older practitioner is more competent as a physi- 
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cian than are most of the younger applicants for 
licensure. 

Under existing conditions the younger and 
wholly inexperienced physician, granted a license 
by examination under the existing law, may go to 
almost any part of the United States through 
provisions of reciprocity, while the thoroughly 
established and experienced physician can make 
a change of location only with the utmost diffi- 
culty and by submitting to an examination in 
elementary subjects, the details of which have 
been almost wholly forgotten in the application of 
the practical knowledge of his profession. Under 
the present arrangement a man who had devoted 
himself to one of the special branches of prac- 
tice, and who may have attained a broad reputa- 
tion for his skill in that particular line, would be 
least prepared to pass the ordinary state examina- 
tion which would naturally include all phases of 
medical education. 

I think also that you will agree with me that 
there should be an amendment of the Medical 
Practice Act authorizing the revocation of 
licenses of physicians who are incapacitated for 
service by reason of alcohol or drug addiction, by 
insanity or gross immorality. Such a provision 
certainly would assist in elevating the standard 
of the medical profession and would afford to the 
public at large the protection from dangerous 
practitioners to which the people are unquestion- 
ably entitled. 

There is alse an urgent need for an amendment 
to the law which will permit the elevation of 
standards of examination for drugless practition- 
ers and midwives. In my opinion the drugless 
practitioners should be required to meet the same 
preliminary educational standards required of 
physicians and they should be subjected to prac- 
tically the same medical examination in all sub- 
jects included in the schedule of physician’s ex- 
amination, excepting, of course, materia medica 
and therapeutics, surgery and obstetrics. 

Whatever our individual opinions may be in 
regard to the midwife, she is an established insti- 
tution patronized by a very large percentage of 
the people and supported by a deep rooted preju- 
dice which cannot be Shaken loose at this time. 
The best that can be done with her in the present 
state of public opinion will be to elevate the stand- 
ards controlling her practice so that her work may 
be safer in character and fraught with less danger 
of unfortunate results. 
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I feel that there is also a need for a provision 
in the laws which will permit the establishment of 
a year of hospital internship as the final year of 
the medical course. With the rapid advance of 
our knowledge of sciéntific medicine and the great 
inerease in the application of technical methods 
in practice, internship is becoming much more 
important than it was regarded in years past, but 
at the present time the State Board of Health has 
not the power to make the interne service year 
obligatory or, in fact, possible. 

From these provisions which I have briefly out- 
ined and which we hope to see enacted, it is ap- 
parent to you that the chief aim is that the stand- 
ards of the medical profession shall be elevated, 
not for the purpose of excluding individuals from 
the practice of medicine, not with the purpose of 
hedging in those physicians now in practice for 
the benefit of the profession, but that the stand- 
ard shall be elevated for the welfare of the 
people of Illinois in whose behalf the Medical 
Practice Act and all medical legislation is pri- 
marily enacted. 


DISCUSSION. 


Dr. Earle: The vast majority of the men most 
competent to judge, maintain that scarlet fever is 
seldom, if ever, carried by a third person or adult who 
has not the disease. I believe that the regulation 
requiring adult members of a family in which scarlet 
fever occurs to remain away five weeks—adult mem- 
bers who perhaps are working in places where they 
do not come in contact with children at all—is an un- 
necessary hardship. And, unfortunately, that regula- 
tion in many cases is defeating its own object. Re- 
cently I was called in to a family with scarlet fever, 
where there had been a well marked case, unattended 
for a week, the other children were attending school 
and the mother said she did not want to call a doctor 
because she knew it was scarlet fever and the husband 
and workers would have to remain away from the 
house or quit work. Regarding the law requiring the 
registration of births, it seems to me that reporting 
directly to the State Board of Health would be much 
better. 

H. W. Cheney, Chicago: I wish to protest against 
the 5 weeks quarantine as required by the State Board 
of Health. During the past few months we have had 
many cases of scarlet fever in Chicago and many of 
them have been mild, and at the end of three weeks 
or four weeks at the most, have been perfectly harm- 
less, so that they may be taken safely again into 
society, because all desquamation has stopped and 
every other evidence of inflammation has disappeared. 

Under the previous regulations of the Chicago 
Board of Health it was somewhat at discretion and 
many of those cases were allowed to go out of quaran- 
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tine at the end of three or four weeks. But now we 
find they must all be kept in five weeks, which I am 
sure is unnecessary and a hardship on many families. 

C. F. Read, Peoria: I want to second every word 
said with regard to scarlet fever by the first speaker 
in the discussion. We only quarantine a small num- 
ber of the real cases, but we defeat our efforts by 
making the quarantine so rigid that the doctors are 
not called in for many of the mild cases and the chil- 
dren continue in school just for fear of so long a 
quarantine, the fear for the bread-winners of the 
family. 

William H. Maley, Galesburg; I too have a little 
feeling of opposition to the promiscuous method of 
the appointment of registrars. I come from Knox 
county and for several years past we always filed our 
births with the county clerk; there was no trouble 
about it and as far as I know I think we have re- 
corded about 100 per cent of the births. And there 
was a little incentive to the physician to file his cer- 
tificate there in that he got 25 cents for it. That may 
not seem very much, but a doctor who had 100 birth 
cases in a year was sure of his $25.00. He had his 
expenses to the annual medical meeting provided for 
anyway. 

As to the scarlet fever quarantine, I want to regis- 
ter a kick on that five weeks quarantine. There are 
cases in which we know that five weeks is a very un- 
necessary and silly hardship. 

Dr. P. J. H. Farrell, Chicago: The suggestions 
made by Dr. Drake in regard to reciprocity are well 
considered. Those of us who have had experience, 
particularly with the older practitioners, wishing to 
register in other states, in western states particularly, 
realize what a hardship and inconvenience and un- 
necessary injustice it is to them, and with the state 
organization behind Dr. Drake, we will undoubtedly 
be able to start the ball rolling. My own experience 
as a state officer in California, for instance, brought 
that before me many times. 

On the question of scarlet fever I believe that the 
State Board knows that there is no positive case of 
scarlet fever on record where the contagion has been 
spread other than by the infected individual. We 
compel an individual to submit to quarantine as it 
were when we call upon him for jury duty, but the 
county pays that man. If we insist upon quarantine 
in the case of searlet fever, why not at least pay the 
bread-winners of that family? 

Dr. W. F. Burres, Champaign: I think there has 
been some undue apprehension in regard to this pro- 
longed term of quarantine. Formerly the reason that 
this legislation was enacted was because the state of 
Illinois had been exceedingly lax in its quarantine 


_ measures and it is barely possible that the board has 


gone to the other extreme in the effort to show to 
other states that Illinois was no longer going to be a 
plague spot. No doubt the State Board of Health will 
be glad to have these ideas suggested here and will 
be influenced somewhat thereby, but I must insist that 
the matter of quarantine has been shamefully neg- 
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lected in the state of Illinois, and while it might work 
a hardship on many individuals, yet the greatest good 
to the greatest number is the thing which always must 
he considered in the matter of medical legislation, and 
it is important. 

You may know that the Supreme Court of Minne- 
sota has decided that bad water supply or bad sewer- 
age resulting in a contagious disease traced directly 
to a municipality, the municipality becomes responsible 
in an action for loss of time of the individual who 
gets the infectious disease. 

In regard to the matter of registration, I apprehend 
that the reason that this was done was because, under 
the old law, physicians were absolutely and grossly 
careless; and it strikes me that the looking toward 
recipfocity with other states is one of the most im- 
portant things for medical legislation, and it is along 
that line that action should be taken. 

Dr. C. St. Clair Drake, closing discussion: I wish 
to say with respect to the new rules of the State 
Board of Health, for the control of communicable 
diseases, that we only are following the established 
and very best practice that prevails in the states of 
this union. 

Up to February 1, 1913, there were absolutely no 
uniform laws for the control of communicable diseases 
in the state of Illinois which suffered the reputation 
throughtout this country of being the plague spot with 
respect to communicable diseases. We had more in pro- 
portion to our population than any other state in this 
Union, and there was no necessity for such a thing. The 
first thing that the present board did was to study the 
situation and try to frame rules that were reasonable 
and in accord with the best practice now prevailing. 

I believe that the Board of Health would be pleased 
indeed to see this society appoint a commission of 
physicians who are competent to assist us in framing 
new rules that would be in accord with the very best 
practice. We do not want to force any unnecessary 
rules upon you or upon the people of this state. We 
are only doing what other states are doing in order 
that we may hold our own among them. 

I want to say about the scarlet fever quarantine of 
five weeks, it is an arbitrary rule and possibly not 
necessary, but every epidemic situation that we have 
kad to contend with was the result of a three weeks 
quarantine. Some of these epidemics amounted to 
five or six hundred cases before we assumed control. 
We went in and imposed a five weeks quarantine. 
When we found that we could not get that control by 
ordinary persuasion we did not hesitate a moment to 
arrest violaters in the town, and we picked the big- 
gest men, the biggest citizens of the town, and not 
the poor man and poor struggling physician and after 
we did that, invariably inside of ten or twelve weeks 
we were out of the town, the epidemic was abated and 
it never would have been controlled otherwise, I be- 
lieve. 

I will agree that a third party possibly will not 
conv«y|the infection, but we cannot be too far in 
advance of other states in that respect, for the state 
or the man who is twenty years ahead of his time, is 
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just about as useless to the community as the man 
who is 20 years behind his time. We have got to move 
rather conservatively. 

Speaking of the birth and death registration; the 
old act was passed upon by three different administra- 
tions of the federal government and invariably con- 
demned as insufficient to the-needs of this state. The 
new act has the endorsement of the federal govern- 
ment. The director of the census has passed person- 
ally upon the bill after an exhaustive study of it and 
says that it is the best piece of legislation of the kind 
in vogue in the entire United States. I recognize the 
fact that it has some shortcomings. The appointment 
of registrars was a difficult thing indeed without im- 
posing a very heavy tax upon the people of the state. 
We had to use the existing machinery and we used 
the town clerk’s. As to the doctor’s fee for reporting 
tirths and deaths, I don’t believe that any serious 
minded man will contend very strongly for the measly 
fee of 25 cents for making a document that may be 
worth thousands of dollars to his client, and for which 
he is giving a sufficient amount of time to demand at 
least $2.00 from his clients for the service. Formerly 
it was held by the courts that we could not compel 
service from a physician or anyone else without re- 
munerating them for that service. More recently the 
courts have held to the contrary and there has been 
no piece of legislation of this kind passed in the past 
ten years that provides for compensation for reporting 
births and deaths. Therefore we are again only 
in accord with the best modern practice. 

Just another point about the epidemics of scarlet 
fever and the control of contagious diseases. 

I think too many doctors look to desquamation as a 
symptom and a sign for the time to terminate scarlet 
fever quarantine. The board cannot possibly consider 
the ceasing of desquamation as the time for terminat- 
ing quarantine. There are many cases in which there 
is no desquamation. We do not know and I do not 
think any of you know just how long scarlet fever is 
contagious. We do know that there are 2 per cent. 
of return cases after raising quarantine in five weeks, 
and some states are enforcing a six weeks quarantine 
in view of that fact. 





SURGERY OF THE COLON, AS APPLIED 
TO INTESTINAL STASIS.* 
A. J. Ocusner, M. D., LL. D., F. A. C. S., 
CHICAGO. 

History. The history in patients suffering 
from intestinal stasis is of the very greatest im- 
portance. Usually the fact which stands out 
most prominently in the history, and which is 
constantly repeated by the patient, is that there 
has been long continued inability to have normal 
evacuations of the bowels. In a large propor- 
tion of these, this condition can be traced back 
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to childhood and often to infancy if it is possi- 
ble to get reliable information from the patient’s 
mother. In a considerable proportion of these 
patients, the fact can be elicited that during 
infancy the patient suffered greatly from gaseous 
distension. This would account for the stretch- 
ing of the peritoneum covering the intestines and 
for the stretching of the mesentery and for the 
consequent enteroptosis. In a considerable pro- 
portion of cases again, the patient has suffered 
for many years from nausea following the taking 
of food, and in many cases from an abhorrence 
of food. Occasionally this is accompanied with 
a feeling of heaviness or pain in the region of 
the cecum, probably due to the presence of foreign 
material in the appendix. The patient usually 
reports temporary relief from this condition as 
a result of changes in diet and of the use of 
cathartics or mineral waters. But there is never 
any permanency in this relief. 

Physical Examination. Upon physical exam- 
ination one can usually demonstrate an abnormal 
condition of the skin, which is usually dirty, more 
or less discolored and oily, and never smooth and 
normal. The patient is badly nourished, and if 


there is a fair amount of fat present, this is soft 
and flabby and badly distributed over the body. 


The muscles are weak and flabby. The patient’s 
resistance is impaired and he is unable to use his 
muscles to a reasonable extent. These patients 
are practically always nervous, irritable and have 
commonly a neurasthenic condition. The cir- 
culation is impaired and the extremities are cold 
and clammy. A physical examination of the 
abdomen will commonly demonstrate the pres- 
ence of enteroptosis. Much has been said con- 
cerning the abnormal number of bacteria found 
in the intestinal canal of these patients, but the 
bacteriological examination itself is of no value 
for diagnostic purposes. 

For a number of years the x-ray examination 
has been given much prominence. When there 
has been marked displacement of the colon, or 
an incompetence of the ileo«ecal valve, or an 
evident dilatation or elongation of the sigmoid 
flexure, when viewed through the fluoroscope or 
examined by means of-x-ray plates, the clinician 
has looked upon these conditions as unquestion- 
able evidence of marked intestinal stasis. In 
order to determine the value of these findings, we 
have examined an enormous number of patients 
who were evidently suffering from intestinal 
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stasis, as well as a large number of cases that 
were perfectly normal, and another series of 
cases in which the patients were suffering from 
diarrhea. The following illustrations will serve 
to demonstrate the results of this investigation. 

No. 1 shows the colon with rather a low hepatic 
flexure and a sharp turn at the splenic flexure and an 
cnormously enlarged sigmoid flexure. This plate was 
taken without giving the patient atropin. 

No. 2 shows the same patient twenty minutes after 
having been given 1/50 of a grain of atropin hypo- 
dermically. In this plate the cecum is greatly over- 
distended. The transverse colon has dropped down 
markedly and the sigmoid flexure is distorted, while 
the dilatation is confined to the upper portion of the 
rectum and the lower portion of the sigmoid flexure. 

No. 3 shows what was at one time considered a 
normal position of the colon with a high hepatic 
flexure which dips down toward the pelvis before the 
transverse colon begins its course toward the splenic 
fiexure. The sigmoid is again enormously distended. 

No. 4 shows almost the exact duplicate of this, with 
chronic diarrhea. 

No. 5 gives almost exactly the same position with 
a still further exaggerated dip beyond the hepatic 
fiexure of the colon in a patient who is perfectly 
uormal regarding the action of the bowels. 

No. 6 shows an enormously distended cecum and 
transverse colon with a small descending colon and a 
somewhat dilated sigmoid. There is a marked dip 
of the transverse colon before it finally ascends to 
the splenic flexure. 

No. 7 shows apparently the same condition with the 
dip of the transverse colon before it ascends to the 
splenic flexure. This patient is suffering from 
diarrhea. Had he suffered from chronic constipation 
one would at once have attributed this condition to 
the dilated sigmoid. 

No. 8 shows a dip at the hepatic flexure of the 
colon and a greatly distended sigmoid flexure. This 
patient is perfectly normal concerning the intestinal 
stasis. 

No. 9 shows a dilated cecum and greatiy dilated, 
elongated sigmoid. This patient is suffering from 
constipation. 

No. 10 is almost an exact duplicate of number 9, 
the patient suffering from chronic diarrhea. 

No. 11 has an enormous dilatation of the cecum and 
transverse colon and sigmoid, while the descending 
colon is perfectly normal. 

No. 12 shows quite an extraordinary dilatation of 
the descending and transverse colon. The condition 
of the sigmoid is not very plainly shown. In this 
case the condition of dilatation would readily show 
chronic constipation. 

No. 13, however, shows almost an equal amount of 
dilatation of the ascending colon and greater dilatation 
of the sigmoid, and still this patient is suffering from 
chronic diarrhea. 

No. 14 shows a fair amount of dilatation of the 
ascending colon, a marked dip beyond the hepatic 








flexure, a great amount of dilatation of the transverse 
and descending colon and sigmoid, and a distension 
of the small intestines, showing that there is present 
an incompetence of the ileo-cecal valve, permitting 
the contents to back up into the small intestines. 

No. 15, an enormously distended ascending colon, a 
moderate dilatation of the transverse colon and sig- 
moid flexure, and an incompetence of the ileo-cecal 
valve, and in. this case the presence of chronic con- 
stipution might be expected from the x-ray findings. 

No. 16 shows a condition almost exactly like No. 15, 
but here we have a condition of chronic diarrhea. 

It is perfectly plain that any observer, without 
regard to the amount of experience he might 
have had in reading x-ray plates, would be en- 
tirely at sea were he forced to depend upon these 
x-ray findings as a basis for his diagnosis. When 
done in connection with a carefully written his- 
tory and a physical examination, these x-ray 
findings, however, have a certain degree of con- 
firmatory value. 

As a matter of fact, however, their chief value 
lies in their ability to visualize a condition so 
that the patient and especially her friends can be 
convinced of the necessity of operative interfer- 
ence. There can be no doubt that innumerable 
useless and harmful operations have been per- 
formed because the surgeon or his patients or 
both have been deceived by the apparently perfect 
demonstration of the presence of intestinal stasis 
by means of x-ray plates similar to those illus- 
trated above. And the chief object of showing 
this group of plates is for the purpose of dem- 
onstrating their absolute unreliability. 

Intestinal stasis undoubtedly occurs in patients 
in whom there is a mechanical condition which 
prevents the normal passage of intestinal con- 
tents through the colon, or from the small in- 
testines into the colon. This may be due to bands 
of adhesions such as are present in Lane’s kink, 
in Jackson’s membrane, in inflammatory adhe- 
sions following peritonitis caused by infection 
from the appendix, from the fallopian tubes, from 
the gall bladder, or from stomach or duodenal 
ulcers, or from typhoid ulcers. Or it may be 
due to pressure upon the intestines as in the 
presence of tumors or displacement of the uterus. 
Or it may be due to inability of the intestinal 
canal to get the necessary support because of 
the presence of elongated mesenteric attachments. 

When there is a mechanical reason for the in- 
testinal stasis, this should, of course, be removed 
by means of surgical interference. On the other 
hand, if the condition is due to a long continued 
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over-distension of the intestine or an elongation 
of the mesenteric attachment, it is not likely 
that much permanent benefit can come from any 
of the various operations that have been proposed 
for the relief of this condition. 

In our personal experience, which has now ex- 
tended over a period of nearly seven years, we 
have been convinced of the correctness of this 
statement. I am convinced that the vast major- 
ity of patients who are clinically suffering from 
a condition of intestinal stasis, can be relieved 
by a complete change in their habit of living, by 
physical exercises and general hygiene, and a 
systematic use of proper remedies, but this must 
be carefully studied and carefully carried out, be- 
cause the vast majority of patients suffering from 
intestinal stasis are constitutionally organized so 
that, unless they are under constant supervision 
regarding all of these details, they are not at 
all likely to obtain permanent relief. But this 
is also true in case they are treated surgically ; 
only in that instance their condition is practically 
always made worse by the surgical operation as 
soon as its novelty has worn off. 

No patient suffering from intestinal stasis 
should be considered surgical unless every effort 
has previously been made by a competent phy- 
sician to relieve the condition of stasis by means 
of dietetic, hygienic and gymnastic methods to- 
gether with the use of carefully selected remedies, 
of which the mineral oils have proven most satis- 
factory in the use of our patients. When the 
surgeon has come to the conclusion that the 
stasis cannot be overcome without surgical inter- 
ference, he should first make sure that this will 
not also be true after the proposed surgical treat- 
ment. In. neurotic patients, as a general rule, 
surgical interference will be of value only tem- 
porarily. In a short time after the operation the 
same neurotic condition will return and the 
patient will again suffer the same degree of 
stasis. Consequently, the patient will not have 
profited and surgery will have suffered unneces- 
sarily. On the other hand, if the neurotic con- 
dition is plainly the result of the stasis, then 
an attempt should be made for the relief of the 
stasis. 

During the past year, I have performed an op- 
eration suggested by Dr. Wm. J. Gillet, of Toledo, 
Ohio, which, from the theoretical standpoint, 
seems to promise more than any of the other 
operations that I have employed, but the period 
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of time which has elapsed since the operation is 
so short that it is not possible to speak of perma- 
nent results. 

The operation consists in severing the ileum at 
the most convenient location to make an anas- 
tomosis with the lower end of the sigmoid flexure 
of the colon; then to make a section of the sig- 
moid flexure at this point and anastomose the 
ileum with the lower segment of the sig- 
moid flexure and to pass the upper seg- 
ment through a buttonhole in the anterior 
abdominal wall on the left side, making 





Fig. 1. 


The Gillet Operation. 


a permanent colostomy at this point. The 
distal end of the ileum is then closed and 
dropped into the abdominal cavity. The opera- 
tion is performed through a low median incision. 
In this way the colon is not disturbed by the 
operation, the omentum remains in place and 
what little mucus accumulates in the colon can 
readily be washed away by giving an enema 
through the colostomy opening once a week. This 
opening can also be utilized directly after the 
operation for the purpose of proctoclysis. A 
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rectal tube is carried up into the ileum at the 
time of the operation so that there can be no 
obstruction at the point of ileo-colostomy, and 
so that the normal salt solution may be admin. 
istered by means of the Murphy drip directly 
after the operation, which eliminates shock and 
supports the patient. I believe that this method 
is worthy of trial. 





TRAUMATIC HERNIA, SO-CALLED, 
C. W. Hopxtins, M. D., 
CHICAGO. 


In the discussion of “Traumatic Hernia,” the 
inguinal type being the most common, we at once 
assume that indirect inguinal hernia is. what is 
meant, when the subject is presented. This is the 
type of hernia that is giving us all more and more 
concern, by the increasing number of claims of 
injury that are presented to us by a certain class. 

There, perhaps, has been no time in the history — 
of railway surgery when so many claims have 
been made on account of alleged traumatic hernia 
as right at the present, and there is seldom a 
time when a railway company is not taking care 
of a score of so-called traumatic hernia cases 
among their employes and patrons. Willing as 
the company is to do justice to these cases, the 
interesting standpoint to them lies in the preven- 
tion of fraud and abuse of their good will. 

It is not my intention to consider any of the 
conditions which involve a loss, destruction, or 
solution of continuity of the tissues or of the 
abdominal wall where there is prima facie evi- 
dence of a traumatic lesion, but to limit this dis- 
cussion to the consideration of the most com- 
mon hernia, the oblique inguinal. When I term 
the oblique inguinal the most common, it is based 
upon the observations of Professor Paul Berger, 
who in thirteen thousand four hundred and 
eighty-three herniw, found twelve thousand two 
hundred and eighty-three of this type. 

If you will refer to some of the older writers, 
especially the German, you will find that they 
consider true traumatic hernia to be one of the 
rarest conditions to be met in emergency surgery. 
The chief surgeon of the German Bureau of La- 
bor has written a book on the workings of that 
society or association of trade, in which they 
have made exhaustive studies of all of these va- 
rious injuries, and estimated the percentage of 
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disability which such injuries or deformities oc- 
casioned. In this book the subject of inguinal 
hernia is very thoroughly discussed by the author, 
and he considers traumatic hernia to be such 
a rare condition that he recites in detail only two 
cases conceded by him as being primarily or di- 
rectly traumatic hernia. 

The Germans classify the subject of hernia in 
this way: hernia occurs at a defective point; a 
trauma is very rarely the cause of this weakness ; 
on the contrary, it is practically always congen- 
ital, in which instance the trauma, to use the lan- 
guage of the author mentioned, “is the means of 
the discovery rather than the cause of the hernia.” 

The Germans make a shade of difference in the 
forms of traumatic hernia, and distinguish them 
‘ as “True Traumatic and Accidental.” In the 
former, the blow or strain has been such as to 
force the hernia through the peritoneal covering, 
and in the latter the peritoneum is carried ahead, 
but both must remain under the general appella- 
tion of traumatic hernia, as they only represent 
a degree in trauma. 

Personally, the more I see of these cases of so- 
called traumatic hernia, with the alleged ease of 
their acquirement, and with the absence of the 
symptoms that should have presented at the time 
the hernia is said to have been received, the more 
firmly I am convinced that the actual occurrence 
of true traumatic hernia, in the average individ- 
ual who comes before us, is rarely, if ever, seen. 

Men of various occupations, in railroad work 
in particular, come to you three or four days, or 
a week or even two weeks or longer, after an al- 
leged injury, and claim that the hernia was ac- 
quired at the time of a “strain,” a misstep, a 
squeezing, an overlifting, a fall, or even a blow, 
and state that they did not notice the hernia at 
the time and not until some hours or days later, 
or perhaps while in the bath. They will further 
state that they did not feel any pain at the time 
of the supposed accident, nor was there any shock 
or vomiting, or disability, and in fact they had 
lost no time from the date of the alleged acquir- 
ing of the hernia to the time they report to you. 
They will also state that they never noticed this 
swelling before, and are quite certain that the 
cause they allege must be responsible for it. 

When you examine them, you will find in the 
majority of cases a well developed hernia, some- 
times even with old marks of a truss, and many 
times a scrotal hernia of large size. During the 
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examination you discover no soreness in the parts, 
no ecchymosis, no effusion into the tissues, nor 
the least tenderness upon palpitation or rigid 
examination. The patient himself will assist you 
in reducing the hernia in the most expert man- 
ner. It is easily reduced and readily returns 
upon standing, without pain or discomfort. In a 
large majority of cases, you will find a large 
patulous ring on the opposite side, and upon close 
examination of that side you will also find an 
impulse upon the examining finger when the in- 
dividual coughs. 

Even when the case is examined but a few 
hours or days after an alleged injury, and with 
the vague history and lack of acute symptoms, 
and in spite of the fact that you are sure, when 
taking the real cause into consideration, that 
the condition is an inherent one, it is useless to 
try to convince them that every man who de- 
velops this condition was born with a hernial 
canal. If you do undertake to convince them 
that the condition is an old one, of which they 
are well aware, they will leave your office and go 
to their family physician, who will often agree 
with them in every detail, and back them up, 


‘even upon the witness stand, testifying that the 


alleged hernia could have occurred and actually 
did occur as the patient claims, regardless of the 
absence of any accompanying symptoms that 
should necessarily have been presented when true 
traumatic hernia occurs. 

There are, no doubt, cases of true traumatic 
hernia, but in railroad surgery in particular, 
where we are called upon to care for patients 
who have received falls or squeezings through the 
abdomen ahd pelvis, causing most extreme intra- 
abdominal pressure, sufficient to cause rupture 
of the bladder, kidney, liver, intestines, or to 
crush the pelvis, why is it we never find inguinal 
hernia as a concomitant, unless the injuries were 
probably of sufficient severity to cause death? 

Taking into consideration the fact that there 
are thousands of men of all ages, who are engaged 
every day in occupations requiring heavy lifting, 
hard straining, or are engaged in acrobatic work, 
which frequently calls for the most strenuous 
efforts and muscular action, particularly of the 
abdominal muscles, and who sustain severe falls, 
why, if extraordinary muscular effort or great 
intra-abdominal pressure are the chief causes of 
hernia, are not all of these men victims of hernia? 
Nevertheless, the average individual expects the 
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surgeon to believe any statement he wishes to 
make, and will try to convince him that a well de- 
veloped hernia, with the necessary sac of periton- 
eum, reaching well down into the scrotum, oc- 
curred but a few hours or days before and without 
any marked symptoms, and with no disability on 
his part up to the time he comes for examination. 

One interesting phase of this claim of trau- 
matic hernia is that we find in men, such as engi- 
neers, conductors, firemen, brakemen, crossing 
flagmen, section foremen, special police, and the 
dining car employes of a railroad, who have 
passed an examination before entering the service, 
that the claim of traumatic hernia amounts to 
less than one per cent. On the other hand, the 
foreigner, such as the Greek, the Italian, the Pole, 
and other men who do not pass the preliminary 
examination before being’ admitted to the service, 
comprise ninety-nine per cent. of the cases of 
alleged traumatic hernia that present themselves 
to you. I feel sure that the one per cent. of the 
men who do appear with so-called traumatic her- 
nia, who have been examined for service, had 
enlarged rings with a preformed sac that could 
not be felt or demonstrated at the time of the 
examination, or the examination was carelessly 
made, or we would not have had them before us 
with a subsequent hernia. 

As to the frequency of hernia among foreign- 
ers, I wish to state that two years ago, when the 
law for monthly examination for occupational 
diseases of the men who were employed in the 
paint shops and other departments of a certain 
plant, where chemicals were used; went into effect, 
the first examination of one hundred and sixty- 
eight men revealed the fact that forty-eight of 
them had either single or double hernia of long 
standing. All of these men were foreigners and 
entered the service without examination, and I 
am satisfied that if during their term of employ- 
ment before this examination, they had sustained 
any kind of an injury, they would have claimed, 
without a doubt, that the hernia was received at 
that time. 

It is a known fact that a certain prominent 
surgeon in Chicago, who does the medical and 
surgical work for a Greek society, performs more 
operations for the cure of hernia in one particular 
hospital than the rest of the entire staff com- 
bined. Whether the people from southern Eu- 
rope inherit this weakness, or whether it is due 
to their habitual wearing of belts is a matter of 
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discussion among some of our most prominent 
writers on the subject. In my own experience in 
railroad surgery, my files disclose that the vast 
majority of operations performed for hernia are 
among this class of European laborers, and my 
observations would lead me to believe that the 
condition is a congenital one or an inherited 
weakness of the parts. 

When most of these cases of alleged recently ac- 
quired traumatic hernia are placed upon the 
operating table and are thoroughly relaxed, with 
the parts exposed, we find very thin oblique 
muscles and a very thin transversalis fascia, with 
the fibers very loosely placed together, and with 
very large open rings. There may be an absence 
of the normal conjointed tendon and normal ex- 
ternal ring; in its place we find a long triangular 
slit. Many times it is necessary to handle all of 
these tissues very carefully to get even a fair 
amount of good tissue with which to remedy the 
congenital defect sufficient to prevent recurrence. 
In some cases it is even necessary to use a part of 
the sheath of the rectus muscle or to transplant a 
portion of the fascia lata. 

There is no induration or effusion into the tis- 
sues, but a smooth, tough, elongated cul-de-sac, 
snugly lying along the cord, closely covered by 
fascia throughout its entire length, and in many 
instances a certain amount of omentum or bowel 
lying within the sac and perhaps adherent to it 
throughount its entire length. These structures 
you are compelled to carefully loosen from the sac 
wall before they can be reduced, and where only 
peritoneal fat fills the sac, it is sometimes easier 
to ligate and remove it with the sac. There are 
cases, as you know, where we find a hydrocele of 
the cord, which you are compelled to open and 
drain before the true sac can be found and sepa- 
rated out. There are other cases where you will 
find a well defined double sac, called the pan- 
taloon sac, and occasionally three sacs coming off 
from the base at the internal ring. Many of these 
eases you will probably operate upon forty-eight 
hours after the alleged injury, finding the above 
conditions, and in spite of the claim of recent 
injury, you do not find any extravasation of blood 
or serum, nor the slightest laceration of tissue. 
You do find, however, a smooth, tough, adherent 
sac you are sure has existed from birth, and has 
depended upon a series of repeated blows or im- 
pulses by the abdominal contents in forcing 
themselves down into the canal, carrying the al- 
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ready preformed sac ahead of them, and which 
was ready for some unusual force to bring them a 
little further down, sufficiently to make them- 
selves apparent and to cause more or less dis- 
comfort by being forced a little beyond the long 
existing, slowly acquired beaten path. 

Within the last few months I have had three 
patients in particular with alleged traumatic 
hernia, supposed to have been received but a few 
weeks prior to my examination and operation, and 
who claimed to have received the hernia while lift- 
ing a can of milk, or while using a crowbar, or 
while lifting a handear. None of these men had 
taken the preliminary examination for the service, 
Upon operation I was unable to find any external 
or internal ring or any well defined sac, but did 
find a large general bulging of the whole abdom- 
inal wall on that side which showed that the 
entire canal had been obliterated by the general 
weakness of the entire abdominal structure, form- 
ing one large opening, allowing the formation of 
a large peritoneal sac or pouch, the contents of 
which had to be reduced and the sac or pouch 
ligated in sections, and the entire abdominal 
wall in that locality rebuilt to obtain any kind 
of a result. These cases all claimed to have been 
injured but a short time previously, and still 
there was not the least sign of recent injury, nor 
had there been the necessary symptoms which 
would have been present if the condition had been 
created at the time alleged by them. 

In connection with the cases just mentioned, 
I will relate an amusing circumstance which oc- 
curred recently when about to operate upon a 
Greek, whom I had sent to me at Chicago to be 
operated upon for hernia, which was supposed to 
have occurred about one week previously. When 
the case was reported to me by the local surgeon, 
I wrote back and stated that, from the facts in the 
case I was certain that it was a case of old hernia 
and directed that he be sent to me for examina- 
tion and operation. When about to operate I in- 
formed the patient that I had found a hernia on 
both sides, and that I would correct them both 
at the same time. Although there was a hernia 
fully as large on the right side, he strenuously ob- 
jected to the operation on that side and wished 
an operation on the left side only. When the sac 
was exposed it was found to be very large, thick 
and tough, and, as mentioned by C. H. Mayo, of 
heavy fibrous bands, which is a positive proof of a 
sac of long standing. After the operation was 
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finished, and while he was coming out of the 
anesthetic, his straining and coughing produced 
a condition on the right side which was equally 
as large as the one I had just corrected, and 
upon which he would not permit an operation. 
After returning to the office I ascertained that 
this man had been in the service but a short time, 
and as I have him on record as having the other 
hernia, which he would not permit me to correct, 
we will in all likelihood soon find him in a 
hospital of another railroad, being operated upon 
for an old hernia which he has compelled them 
to pay for. 

We have learned, especially during the present 
war, that the Germans are a very efficient and 
painstaking lot of fellows, with the greatest ob- 
servance of detail, and it has been decided by the 
surgical staff of the German army that unless a 
man had witnesses to his accident, and had pre- 
sented certain symptoms, and was immediately 
disabled, the claim of traumatic hernia would not 
be recognized or allowed. On this side, however, 
there are many surgeons who still claim that a 
man can receive traumatic hernia, yet present no 
symptoms, such as shock, vomiting, pain, etc., 
and that he can work continuously, after the al- 
leged receiving of the hernia, up to the time he 
presents himself for examination or operation, 
and wiil give him a certificate to his employer to 
that effect. 

In the present state of chaos, however, which 
now exists, on account of the various opinions 
and contentions, it has been considered best, by 
most employers, to have these cases operated upon 
as the best means of settling a difficult matter, 
because there are any number of would-be experts 
who will take the stand and swear to the pos- 
sibility of a large hernia being acquired in the 
manner and at the time it is alleged by the pa- 
tient. It also seems to be a settled fact that the 
claimant will be given a verdict by the average 
jury, regardless of the merits of the case, or the 
facts presented by the defense, and as the matter 
now stands it would entail much fighting and 
undesirable advertising. 

It is being allowed by the courts and by the 
Workmen’s Compensation Act every day. Conse- 
quently, the larger corporations are beginning to 
examine every man already in their employ, to 
obtain a record as to his physical condition, and 
are demanding that every man who applies for 
employment be examined before being put to 
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work, so that they can protect themselves against 
this claim for traumatic hernia which is being 
made against them, when in many instances there 
is not the slightest history of any injury to the 
employe or even a record of any accident. The 
matter has got to be definitely settled one way or 
another sooner or later. No corporation, or com- 
bination of corporations or insurance companies, 
will be able to settle it, but it will have to be 
settled by the law after it has been threshed out 
sufficiently to convince the lawmakers of the real 
conditions and facts. If this is not done it will 
certainly ultimately work a hardship upon the 
very man that the law is seeking to protect, as the 
average workingman or laborer, who has hernia, 
will be either eliminated or kept out of employ- 
ment. This same man, who is usually the laborer, 
rarely has sufficient money ahead to pay his ex- 
penses at a hospital and to have a competent 
surgeon for an operation, and the only results 
that I can see is that they are bound to overload 
our public institutions, increasing the burden 
upon the tax payers in order to correct an old 
inherent condition so that they can obtain em- 
ployment and become self-sustaining. 

Every one of us is familiar-with the embryonic 
formation and placing of the testicle in its proper 
position and how nature is supposed to close the 
ring about the time of birth, and how she some- 
times fails, as is proven by the development of 
inguinal hernia in children only a few weeks or 
months old. If this is fully understood it cer- 
tainly does not seem difficult for us all to see why 
a man develops hernia, and that every man who 
does develop hernia in later life must have been 
born with a hernial canal, only waiting for the 
proper time and condition to make its appear- 
ance, and for which the employer or insurance 
company would be expected to pay, and for which 
they should not pay any more than they would be 
expected to pay for protruding hemorrhoids, 
which we know take certain conditions and time 
to make their debut into the outside world. 

Many surgeons have gone so far as to invariably 
operate upon both sides, when a case of hernia 
comes to them, even when nothing more than a 
large patulous ring is to be found on the other 
side, and, without exception results show that 
they have been justified in the procedure. Since 
January 1, 1915, I have operated upon both sides, 
numbering about 100 cases, when the patient 
could understand English, and the conditions 
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were fully explained to him, and even on the side 
which presented no symptoms other than a pat- 
ulous ring, I have found a wel! marked, pre- 
formed sac, in many cases with the omentum or 
bowel strongly adherent throughout the entire 
length, waiting for some unusual impulse to bring 
it down, and which would no doubt have been 
considered traumatic hernia. 

In cases of foreigners who could not speak 
English, I have merely operated upon the one 
side, for these cases would have considered the 
road responsible for a double hernia, if both had 
been operated upon, even when they had made no 
complaint of the other side. 

I have taken the liberty of incorporating in my 
paper the ruling of the Nevada Industrial Com- 
mission, dated September 23, 1913, on the subject 
of hernia: 


Medical science teaches and has taught for the past 
twenty years that which is now accepted as a medical 
and scientific fact, corroborated as such by the fore- 
most surgeons and anatomists of the world, that is, 
that hernia (or so-called rupture) is a disease ordi- 
narily developing gradually, and which is very rarely 
the result of an accident. 

With the object of treating the subject of hernia 
justly to both employer, and employe and in accord- 
ance with medical and scientific teachings and facts, 
the commission rules as follows: 

Rule 1. Real traumatic hernia is an injury to the 
abdominal (belly) wall of sufficient severity to punc- 
ture or tear asunder said wall, and permit the ex- 
posure or protruding of the abdominal viscera or 
some part thereof. Such an injury will be compen- 
sated as a temporary, total disability, and as a partial, 
permanent disability depending upon the lessening of 
the injured individual’s earning capacity. 

Rule 2. All other hernias, whenever occurring or 
discovered, and whatever the cause, except as under 
Rule 1, are considered to be diseases causing incapaci- 
tating conditions or permanent, partial disability. But 
the permanent partial disability and the causes of such 
are considered to be shown by medical facts—to have 
either existed from birth; to have been years in 
formation and duration, or both, and are not com- 
pensatory except as provided under Rule 3. 

Rule 3. All cases, coming under Rule 2, in which 
it can be conclusively proven; 1, that the immediate 
cause, which calls attention to the presence of the 
hernia, was a sudden effort or severe strain or blow 
received while in the course of employment; 2, that 
the descent of the hernia occurred immediately fol- 
lowing the cause; 3, that the cause was accompanied, 
or immediately followed, by severe pain in the hernial 
region; 4, that the above facts were of such severity 
that the same were noticed by the claimant and com- 
municated immediately to one or more persons are 
considered to be aggravations of previous ailments, or 
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diseases, and will be compensated as such for time and 
loss, and to a limited extent only, depending upon 
the nature of the proofs submitted, and the result of 
local medical examination. 

The foregoing is stated to follow rulings in 
Ohio and Washington. The matter is important, 
as under the English law there has been the great- 
est difficulty over this subject. 

This subject is assuming such importance on 
account of the ‘increasing frequency of these 
. Claims, especially in laborers from European 
countries, that I am keeping a record of all our 
hernia cases which will include among other 
things, nationality, age, occupation, alleged cause 
of injury, and condition of rings on the opposite 
side. From this I hope at some future time to 
obtain statistics which will be of value. 





APPENDICITIS FROM THE STANDPOINT 
OF THE ORDINARY SURGEON.* 


Crark A. Buswett, M. D., F. A. C.S8., 
CHICAGO. 


We realize in presenting a paper on appen- 
dicitis that it will be an old, old story, as our 
literature already contains a greater volume on 
this than any other subject, and as our statistics 
must come from our star performers, or those 
whose cases number in the thousands, you must 
not look for new revelations. Yet our object is 
two-fold. First, that these star actors (our teach- 
ers) may have an opportunity to see the results 
of their work and have an opportunity to criticise. 
Second, that the large number of surgeons who 
have not enough cases for statistics may find some 
helpful hint and encouragement. 

The most important feature of this subject is to 
be able to make your diagnosis and make it 
early. No doubt many patients have been sub- 
jected to operation unnecessarily which could 
have been avoided if more care had been used in 
examination and study of the case. In our series 
of cases we have always made it a rule that if we 
were unable to make a diagnosis with the first 
examination the case was not so serious but that 
it could wait for further development. 

The cardinal symptoms of acute appendicitis 
should always be kept in mind, namely: 1, pain; 
2, nausea and vomiting; 3, fever; 4, localization 
of pin in region of appendix; 5, rigidity of 
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muscles ; 6, leucocytosis. Any one or all of these 
may be varied according to the severity of the at- 
tack, temperament of the patient, etc. 

The first pain usually complained of is in the 
epigastric region, around the umbilicus, or in the 
region of the stomach. This may vary from a 
slight colicky condition to the severest cramps, 
which after a period of several hours localizes in 
the region of the appendix. The nausea may be 
slight or intensified to vomiting. If vomiting oc- 
curs, the vomitus is usually of the stomach con- 
tents and rarely of liver secretions. It always 
appears shortly after the first attack of pain. 

The fever, if found, is slight and, like nausea, 
has no bearing on the severity of the attack. 

The localization of pain at McBurney’s point, 
intensified by palpitation and muscular contrac- 
tion while the right leg is flexed and extended, is 
far the most important symptom. 

Leucocytosis is looked upon by a great many 
as of little or no value. However, it has been 
our experience that leucocytes of 12,000 or over 
is a very good signal for trouble ahead. 

In chronic appendicitis the picture may be 
greatly varied. A large number of cases may 
have recurrent attacks with the repetition of the 
cycle of symptoms as mentioned above, each at- 
tack being more pronounced and severer than the 
preceding one. 

Another class and perhaps the most difficult 
may have many variations of the cycle with only 
one or more of the symptoms present. Usually a 
careful review of the preceding attack will reveal 
an atypical cycle of symptoms. The temperament 
of the patient should always be taken in consider- 
ation. 

Slight appendicular inflammation may be ac- 
companied with alarming symptoms in hysterical 
patients or those who are physically below par. 
Also those who are able to stand hardships may 
have slight symptoms with an alarming degree 
of inflammation. A frequent symptom of chronic 
appendicitis is the digestive disturbance. This 
may affect the stomach alone or any part of the 
intestinal tract. Chronic indigestion, especially 
of young adults, may be caused by an inflamed 
appendix. Many of these cases have been treated 
for months or years without relief until they fall 
into the hands of a surgeon. The same is true 
of those suffering from some forms of constipa- 
tion and abdominal tympanitis. 

The symptoms are also varied as to the position 
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of the appendix; a retrocecal appendix bound 
down with adhesions may cause the principal 
symptom to be an intense backache. If adherent 
to the right ovary or gall bladder the symptoms 
are complicated with the inflammation of these 
organs. 

The differential diagnosis of appendicitis fur- 
nishes a subject for the most careful examination. 

A movable right kidney may give symptoms of 
appendicitis but can generally be differentiated by 
bi-manual palpation, when the kidney tumor 
will readily slip between the examiner’s fingers, 
thus enabling the definite localization of the pain. 
(It should also be borne in mind that 80 to 90 
per cent. of women having movable right kidney 
have chronic appendicitis. Edebodhs: Post 
Graduate, Feb., 1899.) 

Stone in right kidney or ureter may also be 
differentiated by examination of urine, the x-ray 
and character of pain. 

In intestinal obstruction the rise of tempera- 
ture occurs late, and stercoraceous vomiting is 
observed in severe cases. 

Typhlitis is characterized by the gradual onset 
and prolonged convalescence. Tubercular ty- 
phlitis in addition to the above will have the 
characteristic temperature of tuberculosis; also 
may have diarrhea. 

In malignant tumors of the intestines, the pa- 
tient is usually past middle age and has the 
characteristic cachexia. The tumor is also slow 
of growth. 

Infections of the pelvic organs may be located 
by vagirial examination, yet one must bear ™ 
mind that this infection readily extends on to 
the appendix and is a complication in maay 
cases. Infectious inflammation of the gall blad- 
der and ducts is diagnosed by the onset, location 
and character of pain. 

Extra-uterine pregnancy ; by the usual signs of 
pregnancy, with the presence of tumor before the 
rupture. 

Duodenal ulcer; history of periodic attacks 
with relief with alkalines and bland food. 

After the diagnosis has been made, the young 
surgeon especially will find it a difficult matter 
to convince the patient that an operation is neces- 
sary. In slight attacks of appendicitis one can- 
not say that it is absolutely necessary to save the 
patient’s life to have an operation, yet this is the 
question often asked you. I believe the only way 
to handle a condition of this kind is to be abso- 
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lutely fair, that is, honest with your patient and 
yourself. Most people are acquainted with the 
necessity of an operation, sooner or later, but no 
surgeon can be absolutely sure as to what the out- 
come will be with or without operation, but we 
can tell them that the safest way is to have an 
immediate operation. We can only quote to them 
statistics as to what has happened which will be 
unnecessary to repeat here. 

After the patients have become thoroughly ac- 
quainted with the facts of their condition we can 
only proceed as far as their consent will permit. 
We have invariably made it a rule, should these 
patients refuse to take the course of least dan- 
ger, namely, operation, to impress them with the 
fact that they are assuming the responsibility. 

In the severe attacks we have made it a rule to 
so strongly insist on operation that the patient 
will either consent or employ some one else who 
will be willing to take the risk. 

Medical treatment, I presume, should not be 
considered before this section, yet we often find 
it necessary to employ it. In our hands we be- 
lieve the modified rest treatment has given us 
the best results. This consists of putting the 
patient to bed with no food or fluids given per 
mouth for the first twenty-four or forty-eight 
hours. The application of ice over the region of 
the appendix, enemas given at repeated intervals 
of two to four hours. At the end of twenty-four 
or forty-eight hours a limited amount of water 
may be allowed. Later it may be increased with 
some nourishing fluids, should the symptoms in- 
dicate that the inflammation is subsiding. 

Normal salt or glucose solution, drop method, 
may also be employed if the patient should sh: » 
signs of weakness. We believe it is safer for the 
patient whose system is not depleted of fluids to 
too great an extent, for, in case of operation, if 
necessary, on the third or fourth days, they are 
better able to stand the shock. A daily leucocyte 
count will be a great aid in determining the prog- 
ress of the inflammation. 

The young surgeon should not attempt an oper- 
ation until he is thoroughly prepared to master all 
the emergencies that may arise. This is true of 
all operations as well as appendicitis. 

Trained assistance is one of the essential prepa- 
rations. I do not believe it is advisable to change 
assistance frequently as we are often compelled to 
do in many hospitals. This can be overcome, if 
one has not enough work to keep a private as- 








sistant busy, by associating himself with some 
- surgeon who would be glad to exchange work with 
him. .Team work not only helps to share the 
responsibility of the operation but will give the 
patient the best results. The time for the opera- 
tion will be greatly diminished and in case of 
anxiety and strain the operator will have a check 
on all his work. 

After using various incisions for this operation 
we find the right rectus and McBurney gridiron 
incision to be the most popular in those cases 
that have not yet formed an abscess. Of these two 
the right rectus is used most frequently, especially 
in women, since it permits of a thorough exami- 
nation of the abdomen. We believe it is especially 
important that a thorough examination of the 
abdomen should be made when it is opened, pro- 
viding this can be done without danger of spread- 
ing the infection. If other pathological condi- 
tions are found they should be taken care of be- 
fore closing. 

When the appendix has been located it should 
be brought up into the field of operation with as 
little trauma as possible. To do this it is often 
necessary to sever the adhesions, ligating the 
larger ones. Care should be exercised to detach 
the appendix, all the way back as far as its root. 
Its mesentery is now tied off. After this ligature 
is tied the appendix is then cut away from the 
mesentery. If the mesentery is unusually broad 
several ligatures may be used. Next the purse 
string suture is started near and under the 
mesentery side of the appendix, then ex- 
tending it around the appendix about one- 
fourth of an inch from its root; taking firm 
bites in outer walls of cecum, the last bite 
extending under the mesentery portion over- 
lapping the first bite taken. The appendix is now 
clamped, ligated with the number one catgut and 
removed, great care being taken that the con- 
tents are not allowed to infect the field of oper- 
ation. The stump of the appendix is next 
grasped by the operator with a smooth tissue for- 
cep and inverted while the assistant pulls up on 
the purse string and ties, completing the inver- 
sion. This step of the operation is completed by 
tying the free ends of the purse string to the free 
ends of the mesentery ligature. If there is no 
contortion from adhesions it is rarely necessary 
to do over-lapping stitching. The bowel is now 
dropped back into the abdomen, covered over with 
omentum and the abdomen closed. The ab- 
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dominal wall is closed by stitching layer to layer 
and if there is a heavy layer of fat, tension 
sutures are applied. Dry dressings are now ap- 
plied and strapped down firmly with adhesive. 

If an abscess is suspected the incision is made 
directly over the tumor regardless of tissues and 
location. Towels are clamped to the edges of 
peritoneum to protect the walls of incision. The 
abdomen is now well walled off with abdominal 
pads and the abscess broken into, removing the 
pus by suction. At this point the operator must 
use the most careful judgment and not attempt 
to do more than the pathological condition will 
permit. If the appendix can be shelled out and 
ligated it is best to do so even if you are unable 
to invert the stump. This can be done more fre- 
quently by an experienced operator than the 
beginner. If the appendix cannot be reached 
without considerable trauma and danger of rup- 
turing the adhesions forming the walls of the 
abscess it is far safer to insert your drains and 
close the wound, thus leaving the appendix to 
slough off or do the removing at a subsequent 
operation. The abdominal layers are now closed 
as described above. 

In the after treatment, normal salt or glucose 
solution, drop method, is given until after the 
patient has fully recovered from the shock. 
Liquids are allowed as soon as the patient is able 
to retain them. Morphin is used if it is necessary 
to allay the pain and there is no contra-indication. 
Additional heart stimulants are given if neces- 
sary. In the ‘clean cases the dressings are not 
disturbed until the eighth or tenth day, when the 
skin stitches are removed, unless there is evidence 
of infection. 

In drainage cases dressing wet with boric acid 
solution and alcohol are applied while the drain- 
age is free. Usually all drains are removed in 
twenty-four to forty-eight hours and the wound 
is allowed to clean up and close up as it will. 

We have used ether in the abdomen in a num- 
ber of pus cases, but so far have been unable to 
see any beneficial results. 

In the following series of eighty-four cases, 
most of which have been operated on in the 
Ravenswood Hospital, we find the following an- 
alysis: Of the simple appendectomies, thirty-six 
in number, we have thirty-six cured, one infec- 
tion, one appendix adherent to the gall bladder, 
two complicated with pregnancy (one at six 
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months and one at two). The average duration 
of hospital residence, fourteen days. 

As to the residence we do not believe it is 
policy to urge the patients to leave the hospital 
before they are able to care for themselves. The 
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nineteen days in the hospital, with the return’ of 
hernia. We should also state that this case was 
injected with paraffin by an advertising doctor for 
the cure of this hernia, several months prior to 
the operation. About three weeks before the 
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average hospital duration of most clean cases has 
been fourteen days. 

I have been able to trace the origin of the one 
infection to the stump of the appendix. ~ 

We have thirteen cases of appendicitis with 
drainage with a residence in the hospital of 
twenty-five days; post operative hernia in three ; 
appendix adherent to the tube, one; pregnancy, 
one; fecal fistula, two. Seven cases which also 
had a salpingectomy and oophorectomy with 
seven cured, sixteen days-in the hospital ; two of 
which have symptoms of adhesions ; one appendix 
adherent to the ovary and one with a fecal fistula. 

Eleven cases of appendicitis with removal of 
cysts of the ovary, eleven cases cured, fourteen 
days in the hospital, one having symptoms of 
adhesions. 

Three cases of appendicitis with ovariotomy, 
three cured of the appendiceal symptoms, twenty- 
one days in the hospital and one having symptoms 
of adhesions following the operation. This pa- 
tient also is suffering from neurasthenia and is 
now taking treatment for nervous trouble in a 
sanitarium. One appendix of this series was 
found adherent to the right ovary. 

Nine cases of appendicitis also having cholecys- 
totomy, eight of which were cured, eighteen days 
in the hospital, one having symptoms of ad- 
hesions, one dead and one pregnant. The cause 
of death in this case was attributed to shock and 
acute nephritis. 

One case of appendectomy with hernia, one 
cured of the appendicitis symptoms, one infected, 


operation there was a sloughing due to the par- 
affin which had apparently cleared up before the © 
operation. There was still some residue of 
paraffin found at the time of operation. 

There were three cases of appendicitis with 
curettage and dilation, three cases cured with 
sixteen days in the hospital. 

Appendicitis with general peritonitis one, 
death six days after the operation. 

Of the total number of eighty-four cases we 
have been able to classify eighty-two as cured, 
five who have post-operative symptoms, of ad- 
hesions one with the return of hernia, three with 
post-operative hernias; one appendix adherent 
to the gall bladder, two to the right ovary, one 
adherent to the right tube, four complicated with 
pregnancy, three having fecal fistuli. The three 
fistule I believe can be safely attributed to the 
drainage being left in too long. These cases 
cleared up without subsequent operation. 

We submit this report for what it is worth and 
trust if any one has criticism they will feel free 
to make it. 


DISCUSSION. 


Dr. E. H. Ochsner: In cases of large appendiceal 
abscesses, if the abscess is well defined and is clearly 
in contact with the anterior abdominal wall, it is, of 
course, safer to make an effort to incise the abscess 
directly without getting into the peritoneal cavity. 
However, in the great majority of cases it is much 
safer to make the incision a little medial of the tumor, 
to open into the peritoneal cavity, and then pack away 
the abdominal contents. I always believe that when 
I have gotten into the abdominal cavity and have it 








packed away by one or two medium sized laparotomy 
pads, that the patient is practically out of danger. 
The mortality in patients of this kind, after the con- 
tents of the peritoneal cavity are properly packed 
away, is really very small. 

The next question comes as to what you are going 
to do with the appendiceal stump in cases of this 
kind. If the cecum is at all friable it is very much 
better to simply tie the appendiceal stump after the 
appendix has been cut off, and drop it back into the 
abdominal cavity than it is to make any extended 
cfforts to cover the stump. In the early development 
of this appendicitis problem a great many permanent 
fistulas were caused not by the appendicitis, not by 
the appendiceal abscesses, but by the too vigorous 
effort of the surgeon to prevent appendiceal fistulas. 

If the appendiceal stump is sewed over, it is very 
important to use an absorbable stitch or ligature. I 
have seen a number of cases of drainage discharges 
that were kept up for weeks and weeks until finally a 
chromacized cat-gut stitch came out; then the patient 
got well. As to the question of drainage, that is a 
point that the essayist did not take up; but some 12 or 
13 years ago we learned that in abdominal infections 
the drainage should not be through the original in- 
cision and since we learned to make stab wound exter- 
nal to the incision through which the appendiceal 
abscess was drained, post-operative hernias have been 
practically, if not entirely, eliminated. But if one 
make that stab wound and remove that drainage 
within 48 hours you are going to get in trouble every 
row and then. You should leave some kind of a 
Grain in until the discharge has almost ceased, even 
if it is a minute tube. 

One word on the question of when to operate in 
these cases. When you are sure that it is appendi- 
citis, operate right away. If they will not hold still, 
the point of danger is unquestionably between the 
second and the eighth, ninth or tenth day. The great 
surgeon, Maurice Richardson, coined the expression: 
“Too late for early operation and too early for late 
cperation.” A very good statement. Operate before 
48 hours if you possibly can and if you cannot do 
that and the appendix has ruptured in the meantime, 
operate only between the eighth and twelfth days. As 
a rule it is bad business to operate after the twelfth 
day. In milder cases, with a small amount of pus, 
adhesions are pretty apt to be quite strong after the 
twelfth day and you will stand a good chance of 
tearing into the intestine. In the severe cases with 
large appendiceal abscesses, waiting too long is dan- 
gerous for this reason, that the temperature will shoot 
up on the ninth to the fifteenth day and they will have 
severe pyrexia; and there is no need of waiting that 
long. There is absolutely no advantage. 

Dr. D. N. Eisendrath: In regard to the local signs, 
i have found in quite a large experience that there 
are certain positions of the appendix that one must 
take into consideration, and certain changed positions 
of other abdominal organs in making diagnosis, when 
you come to examine patients with acute appendicitis 
symptoms. 
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In the first place, we have a certain proportion of 
appendixes which are attached to the cecum, which is 
not rotated down into the right iliac fossa, but is 
still attached up under the liver. Secondly, there is 
a certain proportion of cases, especially in women, 
who have a general viscero ptosis, in which the gall 
bladder will frequently lie down in the right iliac fossa 
until you think you are dealing with an appendiceal 
abscess, and, third, there is a class of cases, especially 
with children, where the appendix lies down in the 
pelvis; if you go to examine for general rigidity, they 
will fool you completely unless you make a rectal 
examination. 

Dr. Strauss of Chicago described in the ILLiNnors 
MepbicaL JourRNAL the combination of ileus and appen- 
diticis, a very difficult thing to recognize ; at least, you 
will lose your cases until you have familiarized your- 
self with it, and that is especially apt to occur in 
children. 

In the early stages of typhoid cases are seen by 
the surgeon and wrongly operated on because these 
cases are really typhoid appendix. Secondly, we must 
never forget in the differential diagnosis the different 
kinds of colics which can be due to ureteral causes. 
Again, inflammation of Meckel’s diverticulum is 
something you must always think of. I have operated 
for acute appenditicis and found in one case a sup- 
purating deep iliac gland, from secondary infection; 
ia another case, a carcinomatous appendix, a primary 
carcinoma and one carcinoma of the cecum. 

In regard to the treatment, I wish to emphasize 
what Drs. Ochsner and Buswell have said. There is 
only one thing I would like to recommend and that is 
the value of suprapubic drainage, brought out for us 
by Dr. Van Beuren Knott for a case where you have 
an abscess to deal with, where you dishke to put in a 
drainage tube through the right rectus incision; there 
you can either make a stab wound away from the line 
of drainage or, better still, I like to set those patients 
in the operative position for drainage. Whenever you 
have, following an operation for acute appendicitis, a 
temperature that you cannot account for by your con- 
dition locally, always think of the possibility of a 
subphrenic abscess and needle that subphrenic space if 
it takes 20 punctures to do it. 

Another thing I want to speak of is the treatment 
of general peritonitis. The idea of washing out with 
ether has never appealed to me nor has the idea of 
irrigation. 

In 66 cases of general peritonitis my mortality has 
been 10 per cent. in stead of, as it was 10 years ago, 
90 per cent., and that includes cases good and bad; 
I mean taking everything into account. The reason 
for this lowering of mortality has been the getting in 
quickly and getting out quickly, taking out the ap- 
pendix immediately and closing up this laparatomy 
incision, draining it, of course, down to the peri- 
toneum, putting in suprapubic drainage, a suprapubic 
drain of any kind, and putting that patient up in the 
operative position and getting them at once to bed 
with the bed elevated as quickly as possible. 

Dr. C. C. O'Byrne: Just a word about Dr. Eisen- 
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drath’s cases of general peritonitis of which he said 
he cured 90 per cent. I would like to tell the doctor 
that he never saved a case of general peritonitis. If 
he calis a local spreading out from the appendix a 
general peritonitis, he is using the term “general peri- 
tonitis” very loosely. I repeat that a little fluid out 
beyond the abscess or beyond the appendix does not 
mean any peritonitis at all. 

I believe the most infallible rule of surgery is to do 
the minimum amount of operating in the presence 
of pus. That is why I agree with Dr. Buswell in 
making his incision over the abscess. If you are care- 
ful you can go directly into it. You do not need to 
expose the general peritoneal cavity at all; you do not 
expose your patient to the danger of a spreading 
infection. I think it is inexcusable in a definitely 
localized abscess to make an incision anywhere than 
over the abscess. 

As to what to do when you get in: If the appen- 
dix is so it can be easily taken out, take it out, but 
in 90 per cent. of the cases it is not where you can 
take it out without endangering the wall of the 
abscess, hence you should let it alone. If the appen- 
dix remains there and it causes trouble take it out 
later when it is clean and when it can be removed 
without danger. 

As to the pus appendix, whether there is danger 
depends on whether or not the appendix is to the 
right or left of the mesentery. The late Dr. Byron 
Robinson called attention to that fact, as did the late 
Dr. Fenger. If the appendix is to the right of the 
mesentery, your patients will nearly all get well 
whether operated on or not. If they rupture, the 
abscess will probably take care of itself. If to the left 
ot the mesentery or over in the pelvis, then you have 
another story. To wait to operate in a well defined 
abscess until the eighth day, I think is wrong, abso- 
lutely wrong. But a careful operator can go in and 
drain and get out and the patient is safe. These cases 
where there is an exacerbation of the fever means a 
spreading of the abscess; means that it is causing 
necrosis in the head of the colon and is not draining 
itself through the natural channels, but it is getting 
tension all the time and is spreading all the time and 
you should not wait beyond the eighth day; if you 
Lave a localized process to drain that abscess. I saw 
a series of 129 cases, taking all the cases as they came, 
clean and pus, one after another, without a death. 
The one hundred twenty-ninth case died. Over 30 
rer cent. of them were cases in which Dr. Eisendrath 
might call the condition one of general peritonitis. 
They were not general peritonitis; there was some 
local spreading beyond the appendix; some fluid with 
some leucocytes in it, out in the abdomen; but that 
does not mean peritonitis at all. 

Dr. A. P. Heineck, Chicago: This paper of Dr. 
buswell’s confirms one thing; that is that appendicitis 
is what is known as a surgical disease, that delay 
in appendicitis is inadmissible; that delay is the cause 
of morbidity—the cause of fatality. When the diag- 
nosis is established you need immediate operation. 

Another thing which the paper of Dr. Buswell con- 
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firms is that inflammations of the appendix are not 
infrequently associated with pathological conditions in 
other organs and in these cases you cannot get com- 
plete relief from the symptoms unless you take care 
of the coexisting conditions, so that in many cases 
you may have to do an appendectomy and cholecys- 
tetomy or other operation. 

Another thing which we should keep in mind is 
that the appendix has been found in all parts of the 
abdominal and pelvic cavities and the point of maxi- 
mal pain corresponds with the location of the appen- 
dix, if we are dealing with an appendicitis, and in 
these cases if we look for pain in McBurney’s region 
we will be disappointed. I do not know of any con- 
dition contra-indicating operation in appendicitis ir- 
respective of the type of inflammation, 

In the female, I think, in case of doubt, the median 
incision is a valuable incision because it gives us a 
good exposure of the pelvic region. 

These appendiceal abscesses are evidences of delay. 
They are evidences of either ignorance on the part of 
the physician or of obstinacy on the part of the 
patient. If we operate early we will limit their num- 
ber. I believe also when you can do otherwise it is 
better to do more than simply to ligate the stump. 
You ligate the stump because you thereby check 
hemorrhage and you bury the stump because the better 
you protect the stump the more you minimize the 
liability to a post-operative fecal fistula. 

I have had a few cases of Meckel’s diverticulum, 
but have always diagnosed them as appendicitis, pre- 
vious to opening the abdomen, but no harm was done 
the patient; in fact the patient was benefited because 
an inflammation of the appendix calls for an ablation 
of the appendix. The inflammation of the diverticulum 
calls for the ablation of Meckel’s diverticulum. We 
believe that if a right-sided inguinal hernia, complete 
or incomplete, coexists with the appendicitis, showing 
certain somewhat mild symptoms, we should attempt— 
I think it can be successfully done—to remove the 
appendix through the same incision that is employed 
for the cure of the hernia. 

We have done appendectomies with nitrous oxide 
repeatedly at the West Side Hospital and our recov- 
eries have been good. I have had occasion also to 
do appendectomies under local anesthesia, under novo- 
caine, in old individuals, and it can be done without 
the patient perceiving very much pain. There is one 
thing that is of much importance and that is, let us 
not talk much about the medical treatment of appen- 
Cicitis. There may be preoperative treatment and 
postoperative treatment, but every case of appendi- 
citis in my opinion calls for the ablation of the 
appendix. 

Dr. E. M. Sala, Rock Island: I want to talk on one 
point and that is a plan I have been adopting for the 
last two years in draining appendicitis and other ab- 
dominal cases; many times I leave them wide open, 
and do not put in more than two stitches. When I 
have such cases, I frequently leave the peritoneum 
stitched to the skin, and I think in the majority of 
these cases, if you keep them in bed long enough, 
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they will heal up without any sign of hernia. In 
addition to that, for the last two years, | have been 
packing the omentum back, and leaving it back when 
! sewed the wound up, and not leaving the omentum 
in contact with the wound or with the dressings. I 
would rather have the intestine against the coffer 
dam, and the peristaltic action of the intestine will 
have a tendency to draw the intestine away, and you 
will have less trouble with adhesions following opera- 
tions. I do not think it is necessary to operate on 
every case that is diagnosed as appendicitis. I once 
had a patient who, I am sure, had appendicitis for at 
least 15 minutes, but I did not think it was neces- 
sary to operate on that case. 

Dr. George Edwin Baxter, Chicago: This subject 
of appendicitis is one that always stirs up something 
of a hornet’s nest among surgeons. Occasionally a 
man who does not do surgery sees a case of appen- 
dicitis and finds it necessary to make a differential 
diagnosis. I want to emphasize two points which I 
believe are exceedingly important: The first is, that 
appendicitis occurs early in life. We see very few 
cases of appendicitis in infants and children, but they 
do occur. Therefore it calls for extreme caution in 
the examination of infants, particularly, in order to 
make a thorough diagnosis. Dr. Eisendrath men- 
tioned in his discussion the importance of a rectal 
examination, not only that, but a careful abdominal 
palpation at the time the individual is under your 
control. The second point which I do not recall any- 
one having mentioned, is the differentiation of appen- 
dicitis from pneumonia. We should not forget the 
fact that mistakes have been made; that cases have 
been operated on for appendicitis when they did not 
have it, but did have a case of acute lobar pneumonia. 
This is particularly true again in children. There- 
fore, before a complete diagnosis is made, be sure 
that the possibility of the infection lying above the 
diaphragm is excluded. 

Dr. Clifford U. Collins, Peoria: One point of Dr. 
Puswell’s paper impressed me and that was that 50 
per cent. of his mortality was in persons who were 
cperated on during peritonitis. There is just one 
cisputed point among surgeons. We all agree that 
we should remove the appendix before it becomes per- 
forated and that it should be done as soon as there 
is a well localized abscess. We all agree that in 
patients who have had one or two attacks of appendi- 
citis, the appendix should be removed, and we all 
agree that our mortality under treatment is less in 
patients treated surgically than in patients -treated 
medically. The disputed place is right in there be- 
tween the second and the eighth day, after the appen- 
dix has become perforated. I must say that my ex- 
perience leads me to agree with what Dr. E. H. 
Ochsner said, that there is the time that you had 
better let them alone. It seems to me the burden of 
proof is upon those who operate at that critical time, 
to prove that their mortality is less than where the 
pre-operative treatment is given, between the second 
and eighth day before operation on the eighth day. 

One question I want to ask Dr. Buswell was that 
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1 understood he said that for this 24 to 48 hours after 
the institution of drainage, he put on dry drainage or 
dressings and then after the drainage was free he 
put on wet dressings. Why did he do that? It was 
my plan to put on wet dressings first. It seemed to 
me that the wet dressings favored the free drainage 
that we want to get. 

Dr. Buswell, closing discussion: I wish to express 
my appreciation to those who have taken an interest 
in this discussion. I atm glad to see that there were 
a few little things in that paper that escaped. I want 
to compliment Dr. Collins for inquiring about the 
dressings. The fact of the matter is that I do not do 
it that way, but I had it in my paper simply for dis- 
cussion and Dr. Collins was the only man who caught 
it. You will find if you look at my manuscript that 
that part was already crossed out and in the hands 
of the secretary. But there is one thing I do wish 
to emphasize, especially to the younger surgeons. The 
first is to be sure of your diagnosis. I think there are 
more mistakes made in diagnosing appendicitis than 
in any other disease and I do believe if we would use 
more caution we would save our patients some after- 
operative adhesions. Another point, I think there is 
only one way in treating your patient, and that is to 
be honest with him—honest with yourself in regard 
to the advice you give. We have seen it time and 
again where the surgeon has taken it upon himself 
to scare his patient to death, telling him he must have 
an immediate operation, etc., when the surgeon is dis- 
honest. 

The third point to the young operator: “Know 
thyself and undertake to do no more than you are 
able to do,” I think covers the ground in your handling 
of pus cases. The fellow who is attempting to do 
too much is the one to get into trouble. If you know 
what you can do with the pathological conditions 
present, go ahead and do it. If you cannot take out 
the appendix, leave it alone. If you are sure you 
can take it out without endangering your patient's 
life, well and good. Take it out! 





CHRONIC APPENDICITIS FROM THE 
STANDPOINT OF THE INTERNIST.* 


J. C. Frrepman, M. D..,- 
CHICAGO. 


An internist working in the wards of a gen- 
eral hospital must be struck by the comparatively 
large number of patients who, a month or two 
following appendectomy, come back complaining 
of the same pain as before the operation. A com- 
parison of the cases shows the majority to be 
young women between eighteen and thirty, work- 
ing hard as clerks, seamstresses, etc., with little 
opportunity or inclination for active physical 
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exercise, small muscled, slenderly built and evi- 
dently working to both their physical and nervous 
limit. The majority are unmarried. On further 
examination the histories of the troubles are re- 
markably similar. They have a pain in the right 
side of the abdomen at intervals for a varying 
length of time. While it may have been severe 
enough to keep them in bed for a day or two and 
be accompanied by some nausea, yet they rarely 
considered themselves dangerously ill at such 
times. They had chilly sensations frequently, yet 
no definite history of fever will be elicited. After 
a rest of a couple of days in bed they return to 
work much improved but often with slight pain in 
the right iliac fossa, and more often with consid- 
erable distress immediately after eating, and 
belching, both types of pain relieved by lying 
down and not affected by menstruation. In a 
smaller percentage of cases, the patients are in 
better circumstances, often married and have 
borne children. Constipation is the rule in both 
classes. 

On physical examination, temperature is nor- 
mal or sub-febrile, there will be considerable ten- 
derness on deep pressure in the right iliac fossa 
and sometimes skin tenderness and rigidity ; there 
may be also some epigastric tenderness. Right 
kidney may or may not be palpable. Inasmuch as 
the appendix has been removed and cannot be the 
cause of the trouble, the stomach contents and 
stool are examined, and not infrequently slight 
changes found in both; for instance, slightly im- 
paired motility and either diminished or in- 
creased acidity in the former, and perhaps some 
increased mucus in the latter. X-ray shows 
marked gastroptosis with or without pyloroptosis 
with movable cecum, while the point of deep ten- 
derness corresponds not with the base of the ap- 
pendix but with the ileo-cecal junction. In these 
cases the usual diseases which may be confused 
with appendicitis can be ruled out readily, e. g., 
gall bladder and genito-urinary disease, and in 
one after the other, we have left the syndrome of 
visceroptosis and constipation. This is the typical 
case of operative failure in chronic appendicitis, 
but other types are also met with of which the 
following is an example: 

Miss V., 25 years of age, entered the hospital with 
the following history: Two weeks before she was 
taken with a sudden severe pain in the right iliac 
fossa, colicky in nature, not radiating, fairly constant 
but varying“ in intensity from time to time. Her 
skin has been tender over this area and the attack 
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has been accompanied by nausea and vomiting, though 
pain is not made worse by food. She has felt fever- 
ish at intervals during this time. Marked loss of 
weight, the exact amount of which she does not know. 
She has had frontal headaches for one week. Previ- 
ous history: Had a similar attack six weeks ago, 
lasting three days, and another attack one year ago, 
Had measles, scarlet fever, diphtheria in childhood; 
pneumonia six years ago, and typhoid four years ago. 
Has been constipated for the past five or six years, 
ever since she began to do office work. Her menstrual 
periods are regular and bear no relation to her pain. 
Family history is negative. 

On examination we find an extremely slender young - 
woman, rather poorly nourished. The head and 
throat are normal, heart and lungs negative. The 
abdomen is narrow and flat. The distance between 
the lowest rib and the crest of the ilium is very small. 
Liver, spleen and kidneys not palpable. There is 
marked tenderness and resistance in the right iliac 
fossa, not, however, strictly localized at McBurney’s 
point. The skin in this region and in the right lumbar 
region posteriorly is hyperesthetic. The cecum and 
ascending colon are easily palpable, of normal re- 
sistance, but somewhat tender. The reflexes are 
normal. The temperature during the first ten days 
of her stay at the hospital ranged from 98 in the 
morning to 99 and 99.2 in the afternoon. The stools 
obtained after an enema were soft, showed no in- 
crease in mucus and no blood. The white count varied 
between nine and eleven thousand. Differential count 
normal. Hemoglobin eighty-five per cent. Rectal 
examination was negative. A bismuth meal was given 
and the report showed an orthotonic stomach, the 
colon in the normal position, normally movable. Ap- 
pendix not seen. The tenderness complained of 
seemed to be about the point of the ileo-cecal valve 
rather than at the base of the appendix. To sum the 
matter up, then, we have a young woman who, until a 
year ago, was in fairly good health, except for a 
severe constipation, and during the last year has had 
three fairly distinct attacks of pain localized in the 
right iliac fossa, accompanied by nausea and vomiting 
and she thinks some feyer. A sub-febrile tempera- 
ture has been found during her stay in the hospital. 
On examination nothing abnormal is found except 
some tenderness in the right iliac fossa which fluoro- 
scopy shows to be about the point of the ileo-cecal 
junction. 

Two facts stand out: first, the three distinct 
attacks of pain and fever, and, second, the con- 
stipation, and our first thought would then be 
either a chronic inflammatory process in the right 
iliae fossa, with accompanying constipation, or 
chronic constipation with recurring attacks of 
colitis. Of the former conditions, chronic simple 
appendicitis comes to our mind first, as there is 
no good reason for thinking of a tubercular 
process here, and inflammatory processes arising 
from the genitalia are not borne out by rectal 








102 ILLINOIS MEDICAL JOURNAL 


examination, and by the absence of relation of 
pain to menstruation. The x-ray, it will be re- 
membered, showed no adhesions around the ce- 
cum. The pain continued during the first week’s 
stay in the hospital, and since no further progress 
was made between the diagnosis of chronic ap- 
pendicitis and constipation, an operation was de- 
cided upon and performed. The findings were 
quite negative. The appendix was perfectly free, 
of normal size and consistency and no other ab- 
normality discovered in this region. The micro- 
scopic examination disclosed a moderate fibrosis, 
certainly not enough to account for her symp- 
toms. Since the operation the patient has felt 
perfectly well, perhaps from the fact that her 
bowels are moving regularly. The diagnosis at 
the present time is not chronic appendicitis but 
spastic constipation, with attacks either of slight 
cecal inflammation or colic of the large intestine. 

I have been following a number of cases 
of so-called chronic appendicitis during the 
last two years and have collected four- 
teen similar cases of patients who have come 
under observation before or after appendectomies, 
in the former group where the operation disclosed 
insufficient pathology for the symptoms, in the 
latter group where the symptoms persisted after 
the operation. Two questions are raised by these 
facts. First, how common is chronic appendicitis 
and how can one diagnose it? and second, where 
it is falsely diagnosed, what are the symptoms 
due to? It is-a very old question and has been 
discussed during the past fifteen years by clini- 
cians all over the world. From a pathological 
standpoint the best answer has been given by 
Aschoff, who believes that there is no such thing 
as a gradually progressing chronic process in the 
appendix but only exacerbations of an incom- 
pletely healed acute process. Clinically, this may 
be expressed in the following terms: Unless one 
can get a history of one or more definite fairly 
typical acute attacks with free intervals, the 
diagnosis of chronic appendicitis will probably be 
wrong. Furthermore, the finding on operation of 
evidences of old appendicitis is extremely unsatis- 
factory evidence that such inflammation had any- 
thing to do with the present disturbance. To 
quote Aschoff again, such evidences of old inflam- 
matory processes are found post morten in 75 per 
cent, of all adult subjects, while Codman of Bos- 
toa, in 100 cases of abdominal section for other 
reasons, found evidences of previous appendiceal 
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inflammation in 71. Therefore, if we open the 
abdomen of any adult patient, the chances are 
about three out of four that we can find enough 
pathology in the appendix region to claim that 
he was suffering from chronic appendicitis. To 
demonstrate this point, I present the following 
case : 

Miss T., 20 years of age. Complained for last two 
months of pain in the right lower quadrant. Rather 
sudden onset, but now continuous, not severe enough 
to keep her awake at night. No relation to food 
taking or menstruation. Accompanied by nausea and 
vomiting and she thinks by chills and fever. Ex- 
tremely constipated. She admitted having been under 
a terrific mental strain since the onset of the Euro- 
pean war. The points of importance in the examina- 
tion are the tenderness over the whole right side of 
abdomen most marked in right lower quadrant, with 
some rigidity. Pharyngeal reflex absent. Tempera- 
ture normal. X-ray reveals point of greatest tender- 
ness over the ileo-cecal valve. The diagnosis of 
neurasthenia was made, which was not concurred in 
by the surgeon who operated and found an appendix 
free from adhesions but with a stricture in the middle 
and a delated distal half, but no evidences of recent 
acute inflammatory process. 

It is this last point which made me adhere to 
the original diagnosis of neurasthenia even after 
the finding of a pathological appendix, as I be- 
lieve (with Aschoff) that no chronic processes ex- 
cept, perhaps, broad strong bands of peri- 
appendicular adhesions can cause symptoms, 
all other true appendicitis being acute ex- 
acerbations. The other piece of evidence 
generally offered, viz., that the patient has 
been free of symptoms since the operation, 
must be cautiously accepted. For instance, Kutt- 
ner, in an article written thirteen years ago on 
this question, mentions a blacksmith thirty years 
of age operated on five years previously for 
so-called appendicitis in which the appendix ap- 
peared normal and was not removed! Since that 
time, not a symptom has recurred. It is espe- 
cially in neurasthenic subjects with marked sug- 
gestibility that this type of cure occurs. How- 
ever, cure does not occur nearly as often as the 
average physician thinks. For instance, Melchior 
and Loser report permanent cure in 95 per cent. 
of cases of real chronic appendicitis, while in 
eases without typical attacks only 60 per cent 
were cured. The diagnosis then is important. 
What are the main points? The first is the his- 
tory, especially of typical acute attacks with free 
intervals. I have already spoken of this point. 
Constipation from appendicitis is the exception 
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and not the rule, as is generally believed. For 
instance, Codman found constipation in 21 of 61 
cases. On examination, deep tenderness and 
even rigidity on palpation is utterly unreliable. 
Keith some fifteen years ago found by dissection 
of fifty subjects that McBurney’s point, i. e., a 
point on the spino-umbilical line one and one- 
half to two inches from the anterior superior 
spine lay directly in front of the ileo-cecal valve 
and about one inch above the base of the ap- 
pendix. Our radiographer, Dr. Turley, has paid 
particular attention to this point and comes to 
the same conclusion, viz., that the base of the 
appendix in the majority of cases does not lie di- 
rectly beneath McBurney’s point, but one inch 
or more below. 

Another fact better known than the former is 
the extreme frequency in which tenderness on 
fairly deep pressure is elicited in the normal in- 
dividual. Treves tested twenty-seven healthy 
medical students and found tenderness here in 
twenty-four of them. He believes it is due, first, 
to the ileo-cecal junction sensitiveness, and, sec- 
ond, to the fact that the eleventh dorsal nerve en- 
ters the rectus sheath at this point. Tenderness 
then at McBurney’s point as an aid to the diag- 
nosis of chronic appendicitis is a sign of doubt- 
ful value as compared with its importance in 
acute appendicitis. Other signs are equally mis- 
leading ; for instance, inflating the colon with air, 
when supposedly in an inflamed appendix the ten- 
derness over McBurney’s point will be increased. 
This is probably true in some cases, but it is also 
true that in some of the conditions most difficult 
to distinguish from chronic appendicitis, viz., 
chronie constipation, colitis, etc., the same in- 
crease in the sensitiveness occurs, 

A much more helpful method than palpation 
is fluoroscopic examination of the bismuth filled 
colon. Various types of radiographic evidence 
have been suggested to aid us in diganosis. Cole 
of New York believes that pylorospasm may be 
the result of chronic appendicitis and may ac- 
count for the dyspeptic symptoms that so often 
accompany that disease. Professor Carlson, in a 
recent discussion of the subject of pylorospasm, 
said that experimentally the relation between the 
pylorus and the lower intestinal tract was not 
nearly so simple as clinicians assumed and that 
le had never been able to produce such spasms. 
Personally, I have never seen a pylorospasm 
which I could fairly attribute to a diseased ap- 
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pendix, and I doubt if it is of frequent occurrence. 
Plates of the bismuth filled appendix have also 
not been of much diagnostic help to us. The 
demonstration of an abnormally movable cecum, 
i. e., Wilm’s cecum mobile, is surely only a part 
of the visceroptotic habitus probably a result of 
hypertonicity of the transverse and descending 
colon and the resulting constipation, as suggested 
by Keith. The two findings which in my experi- 
ence have been of positive value are, first, iden- 
tification of the tender point as really lying above 
the base of the appendix, and, second, demonstra- 
tion of a cecum fixed by adhesions. To sum up, 
then, we are safe in diagnosing a chronically in- 
flamed appendix as the cause of the symptoms 
if we can get a history of typical attacks with free 
intervals, but if we take the other group of cases 
with long continued pain in visceroptotic neuras- 
thenic individuals with constipation, we shall 
have no results from appendectomy in about half 
the cases. The diagnosis of this second group is 
of considerable importance. First of all, we must 
rule out the usual diseases which must be differen- 
tiated from subacute and chronic appendicitis, as 
stone in the ureter, disease of the appendages in 
women, and mucous colitis, ete. 

If, however, we have ruled these out, what 
conditions are left to differentiate from? In 
the fourteen cases above mentioned, one or more 
of the following findings were present: Chronic 
constipation, with or without mucous colitis; 
neurasthenia and visceroptosis, either alone or in 
combination. ‘To demonstrate their presence is 
one thing, however; to determine that they are 
giving rise to the symptoms complained of is 
more difficult. To save time, I shall simply state 
my own experience in this connection. 

Visceroptosis causes among others two groups 
of symptoms. First, a feeling of distress, some- 
times of actual dull pain in the epigastrium im- 
mediately after taking food of any kind. The 
pain does not radiate and is often relieved by 
lying down. Second, a more or less constant pain 
in the right iliac fossa and at times in the lum- 
bar region posteriorly, worse on exertion and also 
relieved by lying down. Fluoroscopic examina- 
tion in such cases reveals a visceroptosis with 
atony of the stomach and often a six-hour residue. 
Relief of the pain by pressure upwards on the 
lower half of the abdomen, and demonstration of 
a fairly movable cecum would justify us in con- 
cluding that the visceroptosis was causing at 
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least some of the symptoms. These facts are, of 
course, well known. What is not so generally 
realized, perhaps, is that there is a type of chronic 
constipation found often in this class of individ- 
uals which still further increases the resemblance 
to appendicitis, viz., spastic constipation. ‘This 
type of colonic slowing is probably the result of 
spasm induced reflexly by the presence of some 
irritant in the colon of a patient with an abnor- 
mally excitable nervous system. The nervous ele- 
ment is shown by the neurotic temperament of 
these patients and by the frequent history of 
worry or overwork immediately preceding an at- 
tack. As a result of these spasms which occur 
locally in the transverse and descending - colon, 
the cecum becomes overfilled, atonic and tender, 
and such an attack as in the case cited above may 
simulate appendicitis closely. Thus in thirteen 
cases mentioned in one article on this subject, 
eleven. had had appendectomies done. The third 
cause of pain in the right iliac fossa is of purely 
nervous origin. Its combination with the two 
other factors is clear. Visceroptosis is apt to give 
rise to uncomfortable sensations, especially in 
individuals with over sensitive nervous systems, 
and as explained above, spastic constipation is 
practically only found in such patients, and where 
such uncomfortable sensations are felt, the wide- 
spread knowledge of appendicitis is apt to 
speedily cause their interpretation as due to 
that dread disease. 

The treatment of these cases of pseudo ap- 
pendicitis, as they have been called, is, of course, 
non-surgical and often very gratifying. I1t is 
impossible to go into it here, as it involves three 
distinct problems; the cause of visceroptosis, of 
spastic constipation, and of neurasthenia. Suf- 
fice it to say that the main factor in visceroptosis 
is a weakening of the abdominal muscles, and 
exercise and, if necessary, a properly made ab- 
dominal belt are the main factors therapeutically. 


Second, the spastic constipation, if treated as - 


the ordinary atonic constipation, i. e., by coarse 
and irritating foods, will surely become worse. 
In general, a very finely divided and thoroughly 
cooked and softened diet is essential here, often 
with the addition of atropin and bromides to 
relieve the accompanying spasm, and third, the 
neurasthenia must not be overlooked. If, then, 
this'class of cases is kept in mind, much fruit- 
less operating for chronic appendicitis—cecum 
mobile—Lane’s Kink and cecal stasis will surely 
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be avoided, because these more recently described 
affections are in very great part variations of 
jlenard’s Disease with cecal symptoms. 


DISCUSSION. 


Dr. Daniel Eisendrath, Chicago: This paper of 
Dr. Friedman’s emphasizes the necessity of team 
work. Those who have done surgery of the stomach 
in the last five years know that the internist must play 
just as important a part in the diagnosis, and especially 
in the post-operative treatment of our stomach cases, 
as the surgeon himself plays. 

Before we make a diagnosis of chronic appendicitis 
we should exhaust every possibility of diagnosis. The 
surgeon cannot make all of these tests. He must call 
to his aid the medical men who can fluoroscope these 
things and who can analyze the stomach, and who can 
see whether pyloric spasms cause some of the patient's 
symptoms, whether visceroptosis is a condition; and 
those patients must be told before operation by the 
surgeon: “Now your appendectomy alone will not 
cure.” That is where the surgeon makes his mistake 
et the present time. He promises them too much. 
They need post-operative treatment. 

What we ought to do is to make the incision large 
enough to explore all the portions of the abdomen 
that may come into play. It is my rule and it has 
become a rule simply because I have received several 
black eyes for having my cases turned over to other§ 
afterwards and having them say: “You had this 
condition at the time you were operated upon. Isn't 
it too bad the doctor did not see it?” That makes a 
very good impression on the patient’s mind and they 
generally relate it to their friends. You want to 
look, above all things, in young girls, at the condition 
of the tubes and ovaries. It only takes 5 or 10 minutes 
longer and that does not make much difference in the 
course of an operation, if you are a rapid operator. 

Another thing which we are apt to overlook is the 
condition of the kidneys. I see a great many cases 
which have been operated on for appendicitis, because 
the man felt so sure of his diagnosis that he did not 
think it necessary to make an x-ray to find out 
whether the patient did not have both appendicitis and 
a ureteral or renal calculus, a stricture of the ureter 
in addition to his appendicitis and an examination by 
the x-ray would have helped to disclose that condition. 

Dr. J. L. Wiggins of East St. Louis: I wish to 
simply call the attention of the essayist and Dr. Eisen- 
drath to one or two features which I believe have 
been overlooked to a greater exent than any other; at 
least that have come under my observation. One is 
undiscovered umbilical hernia; the next is tubercular 
spondylitis. I may have been unfortunate or perhaps 
fortunate in a number of cases of undiscovered um- 
bilical hernia, where it required a very close examina- 
tion to discover any pathology, in finding a little tongue 
of omentum incarcerated, or the edema of a pouching 
sac not larger than the end of your little finger, and 
al! the symptoms of which Dr. Friedman has spoken, 
of an indefinite character, relieved by the inversion 
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of that little pouch, with an ordinary adhesive band- 
age over it. Then in tubercular spondylitis, case after 
case that invites operative interference is relieved by 
an examination of the spine. 

Dr. M. H. Mack, Chicago: These things come be- 
fore the internist quite frequently. 

I want to speak of the neurasthenic symptoms of 
these individuals. I have had occasion to watch a 
number of these cases and I find that under proper 
Landling of these neurasthenic patients, if you are 
looking out for the autointoxication that is present in 
so many of them you will be surprised at the results 
you can obtain. I find frequently that there is a 
colitis along the transverse or descending colon in 
many of these cases. By proper handling without 
operation, and by proper dietetic measures, some of 
the neurasthenic symptoms which are bothering them 
clear up very promptly. 

Dr. C. C. O'Byrne, Chicago: I want to call atten- 
tion to the fact that you cannot always tell by the 
macroscopic appearance of the appendix whether or 
not it is the cause of the symptoms. There was a 
case which I operated on quite recently in which there 
was a definite history of acute appendicitis 10 days 
previously and with an acute exacerbation within the 
last 24 hours. I opened the abdomen and found the 
appendix completely wrapped up in omentum, with 
recent friable adhesions. I removed the appendix 
and macroscopically it showed no changes to the naked 
eye. There was no stricture. It was a short appendix 
of good lumen. The blocking of it was due to a 
catarrhal swelling of the mucosa. Micrgscopically it 
showed a little round cell infiltration and a little thick- 
ening, but this was only moderate. 

Dr. Friedman, in closing discussion: Of course I 
had not attempted to give the differential diagnoses 
of chronic appendicitis. I simply wanted to point out 
one group of cases which is a very frequent source of 
trouble. 

There was one point made about umbilical hernias. 
Of course they need to be differentiated. I think 
probably umbilical hernias are more frequent than is 
suspected, but not all of them cause symptoms. If 
we get a pain which we may consider due to an um- 
bilical hernia probably the best means of differentiat- 
ing it is the tenderness of the hernia itself. If we 
find a hernia there, but not tender, the chances are 
it is not causing the symptoms, but if it is tender, then, 
of course, it is justifiable to operate. 

There was a point in Dr. O’Byrne’s discussion which 
is a very large question, and that is to say as to the 
value of a microscopic examination as to deciding 
whether or not the appendix was the cause of the 
symptoms. It may have been an infection outside of 
the appendix, that is, a local peritonitis due to some 
other cause. We are not so sure about the etiology 
of this local peritonitis. You can get inflammation 
around the gall bladder that is not due to the gall 
Lladder itself, but which is due to other causes. 

Now supposing upon microscopical examination of 
that appendix they found microscopic changes; that by 
no means proves that the appendix was the cause of 
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the trouble because microscopic changes are very 
slight things to decide a point of that sort on and 
where the appendix is normal grossly a change micro- 
scopically does not prove that the appendix was the 
cause of the trouble any more than in an acute case 
of tonsillitis, if you took out the tonsil and then found 
a round cell infiltration, would you say that patient 
had had tonsillitis? We are apt to overestimate the 
value of microscopical examination in chronic appen- 
dicitis. 
SURGERY FROM THE PATIENT’S VIEW- 
POINT.* 


Currrorp U. Cottrns, M. D., 
PEORIA, ILL. 





It is well for a surgeon to pause occasionally 
and consider his work and the way he does it 
from some other viewpoint than his own. The 
conscientious surgeon, knowing that the safety of 
human lives intrusted to his care depends on his 
knowledge and skill,feels his responsibility decp- 
ly, and naturally studies the technical difficulties 
involved in his work. 

For a long time the principal thought of the 
surgeon was to get the patient through an oper- 
ation safely as far as his life was concerned, but 
now that the technique of most operations is 
fairly well established, and the mortality has been 
lowered within a reasonable distance of that ideal 
condition in which there are no deaths, the surg- 
eon has not been satisfied with getting the patient 
through the operation safely, but has turned his 
attention to those factors that will add to the pa- 
tient’s comfort and give him complete relief from 
the symptoms caused by his ailment. And that 
brought the surgeon to study his work from his 
patient’s point of view. 

The patient about to undergo an operation has 
three thoughts in his mind. He may not be con- 
scious of all three at the same time, nor will they 
always appear in the same sequence. 

First, he wants to get through the operation 
and convalescence safely. 

Second, he wants to have as little pain and dis- 
comfort as possible, before, during and after the 
operation. 

Third, he wants to be completely relieved of 
the symptoms caused by his disease. 

In regard to the first desire, to be brought 
through the operation and convalescence safely, it 
does little good for the surgeon and patient to 
confer together. The patient usually knows noth- 


*Read before the sixty-sixth annual meeting of the Illinois 
State Medical Society, at Champaign, May 17, 1916. 








ing of the technical difficulties involved in surg- 
ical work and practically nothing of the factors 
affecting his safety during the operation and cun. 
valescence. He must choose his surgeon and trust 
him for those things. Therefore, these questions 
will not be discussed in this paper. Instead of 
conferring with his patient the surgeon will do 
more good by conferring with his colleagues and 
getting the benefit of their knowledge and expe- 
rience on factors that endanger human lives. 

In regard to the last two questions a little 
collaboration between the surgeon and patient 
will certainly do no harm, and will undoubtedly 
result in good. The surgeon can well afford to 
study the surgical treatment from the patient’s 
point of view. The study will well repay him in 
the knowledge and experience gained. 

We will not discuss the importance of gentle- 
ness in making examinations, nor the value of a 
reassuring, kindly manner in conducting the con- 
sultation. Every patient is more or less timid at 
the first meeting with the surgeon, and the suc- 
cessful surgeon soon learns how to conduct a con- 
sultation and examination in a manner that will 
inspire trust and confidence on the part of the 
patient. So we will assume that the examinations 
have been concluded, the diagnosis has been made, 
and the time set for the operation is near at 
hand. 

The thought in the minds of most of the surg- 
eons of today is to have the patient in as normal a 
condition as possible on the morning of the oper- 
ation. For this reason we do not deplete him with 
strong cathartics or saline laxatives for two or 
three days before the operation in a vain endeavor 
to empty his intestinal tract, as we used to do. 
Neither do we starve him for two or three days 
prior to the operation as we once did. We know, 
now, that it is impossible to get the intestinal 
tract entirely empty by either physic or starv- 
ation, and we are not sure that it would be desir- 
able if we could. We also have learned that the 
filling up of the intestines with gas after the oper- 
ation is not due alone, if at all, to fermenting 
materials contained in the intestines, but to rough 
handling of the abdominal organs, undue traction 
on the mesentery, and other factors which will be 
discussed later. 

In our own work, the patient’smeales are not 
restricted, with the exception that the supper the 
nigit before the operation is light, and he is not 
given strong cathartics, with its accompanying 
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griping and depletion. The lower bowel is un- 
loaded with soapsuds enemas, aided occasionally, 
with a mild dose of cascara the evening of the 
second day before the operation. The endeavor 
is to have the patient in as normal, comfortable, 
strong condition as is possible under the circum- 
stances, and he appreciates that he has not been 
made weak by hunger or physic. 

Although the surgeon is held responsible for 
all that is done to the patient, unfortunately it is 
physically impossible for him to do all the things 
that are necessary but must trust some one else 
with some of them. The nurse or orderly who 
shaves and prepares the skin of the field of oper- 
ation can avoid much discomfort to the patient by 
the skillful use of a sharp razor for the shaving, 
and soap and water only for the cleansing. Al- 
cohol, or solutions containing alcohol on a freshly 
shaved skin, will usually produce a smarting and 
burning that will bring forth a protest. After 
the skin is cleansed with soap and water the 
evening before the operation, a sterile dressing, 
held in position with adhesive plaster, will pro- 
tect the area while the skin is becoming dry dur- 
ing the night. The antiseptic solution can be 
applied the next morning on the dry healed skin 
with a better effect, and with a great deal less 
discomfort to the patient. In an emergency oper- 
ation the skin can be cleansed with benzine and 
the antiseptic solution applied after the patient 
is anesthetized with very little loss of time. 

Every patient approaches an operation with 
more or less misgiving and trepidation which 
usually increases as the hour of operation ap- 
proaches. This fear and apprehension not only 
makes the patient uncomfortable but is depress- 


‘ ing in its effect. It can be abolished by a hypo- 


dermic of scopolamine and morphin. The dose 
should be varied to conform to the condition of 
the patient, but usually 1/6 gr. of morphin and 
1/100 gr. of scopolamine is sufficient to produce 
the desired effect. It should be given about one 
hour before the operation in order to have the 
maximum effect at the time it is most needed. 
The quiet manner in which the patient enters 
into the stage of anesthesia, when the preliminary 
hypodermic has been administered, is proof of the 
calm mental condition that it induces. We have 
given it as a preliminary to more than four thou- 
sand patients and are more convinced than ever 
that it is a kindly, beneficent thing to do. 

I have no desire to enter into a controversy 
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about the best anesthetic to use, but I think most 
of us, if not all, will admit that nitrous oxide gas 
combined with oxygen is the most pleasant anes- 
thetic for the patient to take. It has no un- 
pleasant odor, and it induces anesthesia quickly, 
so by using gas and oxygen to put the patient to 
sleep, he is spared the experience and knowledge 
of the disagreeable pungent odor of ether and 
slips rapidly and comfortably into unconscious- 
ness. After the patient is unconscious ether may 
be substituted, if the surgeon desires. 

When the patient is anesthetized one might 
think that he had no further interest in the mat- 
ter and no viewpoint from which to consider it, 
but such is not the case. He is going to wake up 
after the operation is completed and he earnestly 
desires as little discomfort as possible at that 
time and the amount of his postoperative discom- 
fort is doing to depend largely upon the care and 
gentleness with which the surgeon and assistants 
do their work. 

A soft pad on the operating table with a firm 
small pillow correctly placed under the lumbar 
spine will do much toward preventing the dis- 
tressing backache so frequently complained of by 
patients when these precautions are not taken. 
The arms should be placed in a comfortable posi- 
tion, and the anesthetist should see that they are 
kept there. The elbows should not be allowed to 
come in actual contact with the hard table in or- 
der to avoid postoperative numbness of the third 
and fourth fingers. The eyes should be protected 
from the anesthetic with cotton or guttapercha 
if ether is used, and this will also prevent the 
anesthetist from testing the patient’s reflexes by 
palpating the conjunctiva with his finger tips, a 
faulty practice that was in vogue a few years ago. 

If it should be necessary to use tongue forceps, 
which is very seldom if the anesthetist is experi- 
enced, they should be used in a manner that will 
not bruise or lacerate the tongue. I have seen 
patients made very uncomfortable by a lacerated, 
sore, inflamed tongue. A great deal of the post- 
operative discomfort may be prevented by a skill- 
ful anesthetist that gives the patient just enough 
anesthetic, and no more, to produce the required 
amount of anesthesia, and who is gentle and skill- 
ful in his manipulations of the jaws and tongue. 

Crile has emphasized the fact that, although 
the patient is unconscious from the anesthetic, 
his brain receives the effect of rough handling and 
painful manipulation of the tissues just the same. 
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Even if the effect on the brain is prevented for a 
time by blocking the nerves with ‘a local anes- 
thetic, the soreness will remain after the effect 
of the anesthetic wears off. 

The surgeon who has a due regard for the 
sensitive areas of the operative field, and treats 
them accordingly, in a careful, gentle manner, 
will cause his patients the least possible amount 
of postoperative discomfort. The surgeon should 
by all means be a gentle man in more ways than 
one. 

In the surgery of the abdomen there are two 
particularly sensitive layers in the abdominal 
wall, the skin and the peritoneum, and traumat- 
ism should be especially avoided in these two 
layers as far as possible. A sharp knife to incise 
the skin will do less damage than a dull one. The 
assistant in catching the bleeding vessels with 
hemostats should avoid also catching the edge 
of the skin in the back part of the forceps. 

The parietal peritoneum is the most tender, 
sensitive structure in the abdominal wall, if not in 
the body. Injury to the peritoneum is responsible 
for the most of the soreness and discomfort after 
an abdominal operation. It should be handled 
very gently and carefully. It should not be 
grasped and crushed with forceps where it is 
possible to avoid it. The twisting and ligation 
of a hernial sae cause undue traumatism and 
postoperative discomfort. A simple suture of the 
opening left in the peritoneum after the sac is 
removed will do less damage and lessen the dis- 
comfort. 

Gauze is a barbarous thing to use in the ab- 
domen on account of the damage it does to the 
peritoneum. Draw a piece of gauze over your 
hand and see how it clings to the skin as it passes 
over it, and how it rasps like a file. Rubber dam 
placed over the intestines is smooth and does no 
damage to the endothelial cells covering the peri- 
toneum. It does not have body enough to act as 
a coffer-dam in walling off the intestines, so pads 
of some smooth, soft, moistened material may be 
placed over the rubber-dam. Laparotomy pads 
of cotton flannel with a nap on both sides have 
answered the purpose best for us. It is smooth 
and soft, especially when wet, and does very lit- 
tle damage, if any, to the parietal peritoneum 
when passed in and out of the incision. Care in 
preventing injury to the peritoneum not only 
prevents immediate postoperative soreness and 
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discomfort, but also prevents postoperative ad- 
hesions and additional discomfort and danger. 

The closure of the peritoneal layer can be 
facilitated, and the use of forceps on the edge 
avoided, by dividing the peritoneal incision into 
two or more sections with one or more mattress 
sutures which hold the edges together and evert 
them, thus leaving no raw surfaces on the under 
side. The sections thus made are easily closed 
with a continuous suture. For quite a while we 
used clips for the skin, but became satisfied that 
they cause considerable discomfort while in posi- 
tion and during their removal. Now we use a 
subeuticular suture of catgut, which does not 
have to be removed, whenever advisable, and 
horsehair for the skin when a non-absorbable 
suture is best. 

A cotton flannel dressing over the closed in- 
cision is smoother, softer and more comfortable 
for the patient than gauze. The cheapest cotton 
flannel is the best for dressings and laparotomy 
pads. 

After the patient has been returned to his room 
a pint of salt solution is given per rectum to 
relieve the intense thirst which the patient usually 
complains of when he regains consciousness. This 
should be repeated whenever necessary. In former 
times the patient was given no fluids by mouth 
for three days for fear of causing trouble in the 
stomach and bowels and was kept rigidly on his 
back, presumably for fear of a secondary hemor- 
rhage. Now the patient is given water and fluids 
almost as soon as he is out from under the anes- 
thetic. If it comes up his stomach is washed out. 
As Dr. J. E. Moore of Minneapolis once said: “It 
may not taste quite so good coming up as it did 
going down, but it will help relieve the dryness 
both times.” If it stays down his system is sup- 
plied with much needed fluid. He also is allowed 
to turn on his side and shift his position as soon 
as the soreness permits. In this way much of the 
postoperative discomfort is avoided. 

Some years ago we were taught by some sur- 
geons that morphin was a dangerous drug to give 
a patient for the first few days after an operation 
and many patient were allowed to suffer in 
obedience to this teaching. We now believe that 
morphin, or some opium derivative, is a ben- 
eficent agent, not only relieving pain but prevent- 
ing acidosis. 

If there is distention from paralytic ileus, 


which is usually prevented now by careful hemo-. 
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stasis and gentle handling of the viscera with 
avoidance of traction on the mesentery, we have 
ceased to try to get rid of it with vigorous cathar- 
sis and frequent enemas. We think we know now 
that if it was possible to remove all the gas from 
a paralyzed intestine it would be filled again in 
fifteen minutes or less. When the bowel wall 
regains its tone the gas will pass freely without 
urging. Therefore the patient is not disturbed 
and made uncomfortable by physic and enemas 
but is made comfortable by small doses of mor- 
phin and warm infusions in the rectum of salt or 
bicarbonate of coda, until the bowel begins to 
functionate normally and naturally. 

Leaving the patient’s second thought that he 
wants to be caused little pain and discomfort 
before and after the operation, we pass to his 
third desire that he be relieved from all the 
symptoms caused by his disease. Human nature 
gives a curious exhibition in relation to this 
thought. The patient who is not relieved from 
his symptoms will frequently not go back to the 
surgeon who operated on him. He seems to feel 
that he has tried that surgeon once, and was 
not completely cured, so it is useless to go back. 
Very frequently he will not even answer letters of 
inquiry sent to him. If he is completely cured 
he will answer letters of inquiry promptly and 
cheerfully, and tell how well he feels, and how 
grateful he is, and wishes to be remembered to 
the nurses and so on. But if he~is not cured ac- 
cording to his satisfaction he seems to feel a 
grievance and ignores a letter of inquiry as to his 
condition. 

However, the average patient likes to feel that 
the surgeon’s interest in him has not ceased with 
the completion of the operation, and the surgeon 
who keeps in touch with his patients by letters of 
inquiry, will not only make them feel better by 
showing his interest in their welfare, but will 
also get a fund of valuable information that is 
not to be obtained by any other means. For in- 
stance, it was information obtained in this way 
that caused many surgeons to change their 
method of treating gall-bladder disease from a 
cholecystostomy to a cholecystectomy. The sur- 
geon who keeps in touch with his patients after 
their operation will become wary of operating 
on young female patients for a seeming chronic 
appendicitis. Letters of inquiry will soon teach 
a surgeon his ultimate results and enable him to 
modify his plan of surgical treatment so that the 
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greatest number will be completely relieved of 
their symptoms. 

I am well aware that I have not brought to 
your attention anything particularly new. I have 
simply gathered a few little things that tend 
to lessen a patient’s discomfort without increas- 
ing his danger and are desirable from this point 
of view. There are, no doubt, many other points 
in technique, which will occur to you, that can be 
modified so as to give the patient more comfort 
without increasing his hazard. If I have stimu- 
lated your interest in this direction, I am well 
repaid for bringing to your attention surgery 
from the patient’s viewpoint. 


DISCUSSION. 


Dr. Carl Black, Jacksonville: It is certainly a very 
healthy indication that the surgeons are devoting a 
little time and attention to surgery from the patient’s 
viewpoint. This is really the point of view which we 
ought always to have taken and should always take— 
the patient’s viewpoint—and when we do not do that 
we are not really doing our duty by the patient. 

Operative hemorrhage is or should be practically 
a thing of the past. Hemorrhage should be always 
accidental and practically surgical technique has elimi- 
nated as a factor in shock, operative hemorrhage. 
This paper, I think, reduced to its fundamentals, is a 
discussion of shock after all and the reasons for shock. 
The technique of anesthesia has been so improved 
that there is much less shock from the anesthetic 
than there was a comparatively short time ago, and 
there is a wonderful difference in going from one 
clinic to another in the way the anesthetic is given. 

Having practically eliminated operative hemorrhage, 
and having reduced the shock of an anesthesia, we 
have just two points left which we must consider, 
which this paper principally considers—fear and pain. 
li is the fear of the operation, the fear of the result, 
the fear of the anesthetic, that is one of the important 
elements in surgical shock, and it is the recent atten- 
tion which has been called to this element of surgical 
shock which marks one of the great advances of 
operative surgery. If we could eliminate either on 
the part of the patient we would greatly reduce the 
shock of surgical operation. 

It is the consideration of this question in its 
broadest sense, in the sense in which William B. 
Cannon considers it in his most excellent book on 
“Pain, Hunger, Fear and Rage,” which gives the point 
cf view of the patient, and which every surgeon 
should study carefully, as it illuminates really the 
whole subject of operative surgery. 

If we add, then, to these four—pain, hunger, fear 
and rage—the other fundamental emotion of the per- 
petuation of the race, then we have the five funda- 
mental emotions of man and three of these enter 
conspicuously into the shock of operative surgery. It 
will be given to very few men probably in the future 
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in surgery to make large reductions in operative 
mortality, but it is given to every surgeon who operates 
to make comparative reductions in mortality and also 
to make great reductions in the amount of surgical 
shock; in other words, in the amount of injury which 
the surgeon does to the patient, because it must be 
recognized that every surgicai operation does a certain 
amount of injury to the patient, and to reduce that to 
the absolute minimum is the object of all studies, 
and we must not overlook the criticisms of the 
neurologist who is pointing to this and that patient 
who has been operated on and attributing all the 
symptoms which they have to the operation. Of 
course, he is largely wrong in attributing it all to 
the operation, but we are largely wrong in overlook- 
ing the fact that the operation itself does injure 
the patient and we as surgeons must look this thing 
squarely in the face and study every detail of technique 
which is going to minimize that injury which we do 
to the patient; in other words, which is going to 
minimize the shock to the patient. 

In conclusion, then, if a patient can be so operated 
on that he has no operative hemorrhage; if he has 
no damage done to his brain cells from the anesthetic ; 
if fear is eliminated, and the operation can be so 
conducted that not only psychic pain is relieved by a 
general anesthetic but his nerve pain is relieved by 
local anesthesia or blocking the nerve tracts—if those 
things can be accomplished by surgery, then as a 
matter of fact we will have accomplished a shockless 
operation. 

Dr. O. Theo. Roberg, Chicago: I take it that Dr. 
Collins’ method is to relieve the patient as much as 
possible of that extreme anxiety with which the 
patient approaches operation, and the dread as to the 
outcome. It is rather a significant fact that the title 
ef the paper is “Surgery from the Patient’s View- 
point.” It is not “medicine” from the patient's 
viewpoint, and there are certain parts of Dr. Fried- 
man’s paper and the discussion by Dr. Eisendrath 
which are very significant in this connection. Dr. 
Friedman declares that the surgeon is becoming more 
and more a mere mechanic, and rightly so; and Dr. 
Eisendrath practically states the same thing when he 
states that we will refer patients to a diagnostician. 
As long as the surgeon is willing to accept the 
position of being a mechanic and referring his patient 
to a diognostician, an article like this on surgery from 
the patient’s viewpoint, I think is extremely timely. 

Another reason why the patient has a great deal 
of fear and anxiety is because frequently the operator 
does not see the patient before the operation, and I 
think our first duty to the patient to be operated upon 
is, at least, to visit the patient in the room so that he 
may see the operator is in the hospital. 

Another thing is this having a lot of standing orders 
and not giving specific orders in each case. For 
example, I know of a doctor’s wife who was sent to 
a hospital with an acute gall-bladder infection at noon 
one day. She was sent to a cold room and prepared 
and was given a big dose of castor oil, and during the 
right she was given a glass of water every hour and 








her bowels moved about every hour or two. She 
spent absolutely a sleepless night. If the operator had 
fully realized that the patient had spent a sleepless 
night, owing to the action of the cathartic and the 
taking of that water, I am pretty sure that his orders 
would have been modified in subsequent cases. In 
this instance, this patient, when she came to be anes- 
thetized in the room, had coryza. and a cough. The 
surgeon suggested giving chloroform instead of ether. 
After the surgeon went out of the room, the interne 
quite confidentially informed the patient that chloro- 
form was a terribly dangerous anesthetic, and although 
he was opposed to it, yet he must give it because he 
had been told to and he went on to tell the patient 
that only three days before a patient in that very 
room died from a chloroform anesthetic. On this 
occasion, the patient turned to him and said, “Do 
you think that is just the thing to tell a patient to 
whom you are going to give chloroform?” 

If the operator saw a little more of his patients 
before operation, these things would not happen, and 
in fact in most cases of that character where they 
ao happen, the surgeon never knows anything about 
it. Then the same is true to a considerable extent 
in regard to the after-treatment. With the surgeon, 
usually, the operation is the only thing. Many are 
too busy to take care of them afterward and others, 
as a matter of habit, come to leave most of these 
details to their assistants. Only a short time ago 
I knew of a case of a young man who was operated 
on for acute appendicitis. There was no micro- 
scopic pus there; no drain was put in, The operator 
did not see that patient for a week and finally the 
assistant called his attention to the fact that the 
patient was not quite well, and within 24 hours 
that patient was dead, and he had about 2 quarts 
of pus in the abdomen. So, while trying to give 
the personal viewpoint of the patient consideration, 
let the surgeon give a little more personal attention to 
the patient. 

In regard to the anesthetic, Dr. Collins suggests 
using a pad of cotton or a film of gutta-percha over 
the eyes. My observation is that cases in which a 
cotton pad has been used, and the gutta-percha as 
well, had more ether eyes than the other cases. I 
think that can be easily explained for the reason 
that that cotton, already moist, comes in contact with 
the cone on which the ether is being poured, and by 
capillary attraction, the ether is drawn into that cot- 
ton all the time and finally, during a long operation, 
the patient has that ether over the eyes. I have 
a standing order that absolutely nothing be placed 
on the patient’s fact but the mask and it is up to 
the one administering the anesthetic to see that the 
ether is not poured over the face. The matter of 
following up the patient after leaving the hospital I 
think is of great importance. 

Dr. George S. Edmonson, Clinton: I do not think 
I car é@mphasize the patient’s desire to be relieved 
of the symptoms any better than by reporting a case 
which has been mine for some months past in which 
there were many distinct attacks of renal colic. The 
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patient being one on whom I could not operate, he 
was referred and a diagnosis of chronic appendicitis 
and chronic infection of the gall-bladder was made 
and the operation was done for the relief of the two. 
The patient recovered perfectly satisfactorily, but is 
still having attacks of renal colic—two months after 
the operation—so I want to emphasize the fact that 
Dr. Collins brought out, that it is just as necessary 
to know whether and why to operate as it is to 
know how to do it. 

Dr. William H. Maley, Galesburg: If there is 
anything distressing to a patient it is a prolonged 
anesthetic, and it is certainly a pitiful thing to see 
a patient completely under an anesthetic and the 
doctor wasting minutes and sometimes half an hour, 
talking or explaining something or going through a 
still more prolonged and unnecessary scrubbing. Pre- 
paring these patients properly and carefully, looking 
after the pads on the table, the comfort of the patient 
afterwards, giving morphin to relieve the patient’s 
pain, I think is certainly not only human but benefi- 
cial. There is nothing that will help a surgeon like 
having to go on the table himself. It is a pity, a 
great pity, that ali who practice surgery do not have 
to get on the table early themselves. Then I am 
sure that there would be a great deal of sympathy 
and more care for the patients. 

Dr. Collins, in closing: I am very grateful to the 
gentlemen for their liberal discussion. I fully agree 
with what Dr. Maley has said, and it happens that 
11 years ago I was operated on myself. I have 
intended to write this paper during all of the inter- 
vening time, but I wanted to wait until this time so 
I could get a viewpoint that was not too close to the 
time of operation. I take a great deal of interest 
in the suggestion offered by Dr. Roberg on the point 
of the surgeon seeing the patient before the operation. 
| think I have been remiss on that point. I thank 
him very much for the suggestion, and I will follow 
it out. Also in regard to the cotton and gutta-percha 
over the eyes, I have placed a protection over the 
eyes with the idea of keeping the vapor of the ether 
out of the eyes, but if it is an objection, will see to 
it that it is discontinued; we will consider the sug- 
gestion of Dr. Roberg very carefully. My purpose 
was attained in securing this discussion, because if 
we could stimulate interest, and look at these things 
from the viewpoint of the patient, I am sure we will 
do many things to make the patient more comfort- 
able. 





ATYPICAL FORM OF SPLENIC DISEASE.* 
ALLEN B. Kanavet, M. D., 
CHICAGO. 
In the few minutes assigned to me in this 
symposium it is possible to consider only a few 
salient points. The fundamental character of 





_*Read in the symposium upon splenic disease before the 
sixty-sixth annual meeting of the Illinois State Medical So- 
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this latter-day study of splenic disease should be 
urged. It should be remembered that pernicious 
anemia, splenic anemia, hemolytic jaundice, etc., 
are clinical terms denoting ill-defined clinical 
entities, and it is probable that as our knowledge 
grows an entirely new classification of these dis- 
eases will result based upon a pathological or 
physiological foundation. Therefore, any final 
decision at this time as to whether they should 
be subjected to splenectomy might lead us to an 
ill-judged abandonment of a procedure that has 
the greatest of possibilities for the cure of disease 
hitherto incurable and, on the other hand, by mis- 
guided enthusiasm lead us to subject many pa- 
tients to unnecessary and dangerous surgical pro- 
cedures. Pernicious anemia and splenic anemia 
particularly will probably be subdivided into 
many diseases or many forms of the same disease. 
Therefore, every patient presenting himself, and 
especially every patient operated upon, should 
have a most exhaustive clinical, bacteriological, 
chemical, and pathological study before and after 
operation with the idea of determining the exact 
nature of the physiological and pathological proe- 
esses underlying the disease. No objection can be 
raised to splenectomy in selected groups of these 
disputed cases if the subject is approached in 
this manner. The field should be especially fruit- 
ful for the physiological chemist. As examples of 
the course investigation may take, one might men- 
tion the study of expressed serum and cellular 
proteids from removed spleens, both normal and 
abnormal, the increased fragility of the red blood 
cells shown in hemolytic jaundice and the com- 
parison of the spleen to the ductless glands intro- 
duced by Eppinger in the term “hypersplenism.” 

That the spleen is concerned in the destruction 
of red blood cells cannot be disputed, but whether 
in any of these diseases it acts in this capacity as 
the primary factor, or only after the blood cells 
have been marked for destruction from some 
other source, has not been determined. That the 
ordinary chronic hypertrophy is a strong factor 
in an accompanying anemia is without doubt true, 
but the relation of this blood destruction to the 
various types is still unknown. No conclusive 
studies have been made of the relation of the 
blood picture to the acute enlargements. 

Is it possible that we may come to speak of 
primary and secondary hypertrophy of the spleen 
as indicating on the one hand an increase of the 
size due to a demand on the part of the organism 
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for more function which may in time overrun it- 
self, and on the other an increase due to toxicity 
producing pathological or physiological enlarge- 
ment and carrying disease sequele in its train? 
In the first instance we could imagine such a 
splenic enlargement that might be beneficial at 
one stage and detrimental at another just as with 
enlargements of the thyroid, and in the second 
we could imagine a spleen causing great destruc- 
tion of blood and hence a menace to health, the 
removal of which would be beneficial but would 
demand at the same time the elimination of the 
etiological factor. Approached from the blood 
side certain pernicious anemias may prove to be 
so-called hemolytic jaundice with increased fragil- 
ity of red blood cells, others may be found to be 
secondary to chronic recurring sepsis of known 
or unknown origin, demanding that every avenue 
of infection should be removed. Two cases of ap- 
parent pernicious anemia coming to my knowl- 
edge have remained well a number of years after 
the removal of an appendix following an acute at- 
tack during the course of the disease. 

The brilliant results following splenectomy in 
the so-called hemolytic jaundice has already been 
drawn attention to in an article by Dr. Elliott 
and myself. Here again we are dealing with a 
clinical picture and not a clearly defined path- 
ological entity. We have both congenital and ac- 
quired forms. 

Clinically they are characterized by a chronic, 
mild icterus, with or without indefinite weakness 
and malaise, upon which are engrafted from time 
to time the so-called “crisis,” consisting of marked 
increase in size and tenderness of the spleen, with 
malaise, headache, and slight fever, accompanied 
by an intense hemolysis, sometimes with hemo- 
globinemia at the height of a crisis, as in our case, 
with anemia, urobilinuria, bile pigment in the 
blood, but not in the urine, and a deepening of 
the acholuric jaundice—this differing from the 
ordinary jaundice in that it is non-toxic, with no 
pruritis, no petechia, no bradycardia, and is of a 
light lemon color; the liver is slightly enlarged 
and tender and may present the liver crises pro- 
duced by the passage of the thickened bile or pig- 
ment stones through the ducts, giving the typical 
signs of gall-stone disease. Unless this complica- 
tion occurs the stools are of normal color. 

Splenectomy in these cases is followed by most 
brilliant results—our own case after one and a 
half years presents remarkable permanent im- 








provement and the same may be said of 46 pa- 
tients whose records we found in the literature. 

The results in splenic anemia, particularly in 
the early stages, are also excellent and it is prob- 
able that the so-called von Jaksch’s and Gaucher’s 
type also respond if operated upon early. 

The splenic anemias following syphilis, ma- 
laria, or chronic sepsis, also respond to splenect- 
omy. Here it would seem that we are dealing 
with an anemia sequential to an hypertrophy of 
the spleen due to a toxemia—an hypertrophy 
probably beneficial in limiting or destroying the 
primary disease, but carrying in its train the 
unfortunate sequele of red cell destruction. Here 
again we should ask ourselves if the primary dis- 
ease has been eradicated and wise judgment may 
be demanded as to the proper time and indica- 
tions for splenectomy. If the splenic enlargement 
is only a sequela of an infection already passed, 
its removal will be sufficient to relieve the anemia. 

When we come to the question of enlargements 
of the spleen accompanying liver hypertrophy 
the question is more complicated and in all prob- 
ability the results more indefinite. If we can 
prove that the splenic enlargement is antecedent 
it should be an important factor; where it follows 
liver enlargement we would expect less result. 
Here, however, owing to the difficulty of deter- 
mining small enlargements of the spleen, our 
previous clinical knowledge may be entirely 
changed as a result of observation upon the oper- 
ating table, and we may find even in these cases 
that the spleen has been primarily enlarged but 
unrecognized. 

To recapitulate: It is probable that an en- 
tirely new classification of splenic disease will 
result from our present study and, therefore, to 
hold pernicious anemia, splenic anemia, hemo- 
lytic jaundice, etc., as permanent clinical entities 
and to say definitely that splenectomy benefits 
this and does not benefit that is unwise and will 
lead to improper conclusions, unjustified oper- 
ations by the unthinking, and may prevent oper- 
ation where it is indicated. Each case should be 
the subject of both medical and chemical study 
before and after operation. 

Splenic enlargement with anemia should not be 
operated upon simply because of the enlargement, 
but the primary disease should be sought for, 
septic foci eradicated and as a concomitant pro- 
cedure the spleen removed when it is reasonable 
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to suppose that it will continue to destroy ted 
blood cells in excess of the normal number. 
Under our present clinical classification splenic 
anemia, anemia from splenomegaly accompany- 
ing chronic septic foci, syphilis, malaria, hemo- 
lytic jaundice, will secure the greatest benefit 


through splenectomy. Splenomegaly with liver. 


enlargement will secure benefit varying with the 
type and stage of disease and our knowledge is 
not now sufficient to draw general conclusions. 


The so-called pernicious anemias have not been 
studied long enough to give definite data. It is 
certain, however, that some types are not benefited 
permanently, many are benefited primarily, and 
it is not absolutely known if any are cured. The 
question will probably not be definitely settled 
until we have increased our knowledge enough to 
reclassif, the disease; but meanwhile enough 
benefit can be secured by repeated transfusions 
and splenectomy to justify splenectomy in care- 
fully studied and selected cases. 





SPLENECTOMY IN PERNICIOUS 
ANEMIA.* 


P. M. Parrisu, M. D., 
DECATUR, ILL. 


That the diagnosis of pernicious anemia is 
often overlooked in the early stages of the disease, 
and the medical treatment has always been of 
doubtful permanent benefit, and as splenectomy 
has gained in favor during the last few years, is 
the apology I offer for this paper and the report- 
ing of two cases that have come under my ob- 
servation. It has long been known that animals 
and human beings can live and in apparent good 
health after the spleen has been removed. 

The functions or physiology of the spleen is 
still fragmentary and confused ; probably no other 
organ in the body has so successfully evaded 
scientists and research workers. 


We know it is supplied with fibers from the 
splanchnic nerve; by stimulating these nerve 
fibers it contracts, by cutting them we have 
splenic enlargement. It is also abundantly sup- 
plied with unstriated muscular fibers, which 
thythmetically contract and expand at intervals 
of about one minute. This is supposed to assist 
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in maintaining the circulation through the organ 
independently of the arterial circulation. 

The spleen also gradually enlarges during di- 
gestion for about five hours after a meal, then 
gradually recedes to its former size. 

The spleen is the organ in the body in which 
the blood stream comes directly in contact with 
the pulp and it is not supposed the blood stream 
flows through the spleen in a haphazard manner, 
but the spleen has the power of attracting to it 
certain elements circulating in the blood, as 
shown in splenic enlargement in typhoid and 
malaria. That the spleen does not have an im- 
portant internal secretion is shown by the fact 
that men and animals live in good health after 
its removal. 

The spleen contains a large per cent. of iron 
in the form of an organic compound. After 
splenectomy, there is a large increase in the daily 
loss of iron from the body. These facts suggest 
that the spleen is concerned in a special degree in 
the metabolism of iron, possibly in the formation 
of red corpuscles, in the manufacture of hemo- 
globin or in the conservation of the iron lost in 
the blood destruction. 

Primary pernicious anemia is a systemic dis- 
ease with a blood picture showing a high colon 
index, decrease in number of red cells and the 
constant presence of neucleated red cells, poikal- 
ocytes, megalocytes and megaloblasts, with lemon 
colored skin, digestive disturbances, progressive 
weakness and spinal cord symptoms. The con- 
sensus of opinion at this time is that it is a toxine 
of one form or another, as the tissues at autopsy 
have the appearance of having been acted upon 
by a powerful poison, especially the blood, spinal 
cord, heart, liver and kidneys. 

The first splenectomy for pernicious anemia 
was at Eppinger’s request in March, 1913. Dif- 
ferent operations report different mortality rates 
ranging from eight to twenty-five per cent. Car- 
sten has collected seven hundred and forty cases 
of splenectomy for various lesions, with a mor- 
tality of eighteen and one-half per cent. due to 
the operation. 

Dr. Roblee, who reported in the Journal A. M. 
A., March 6, 1915, two cases of splenectomy for 
pernicious anemia, writes me as follows: 

One case died six months after operation, with a 
return of all the Symptoms of pernicious anemia. The 


other did very well. I am today in receipt of a letter 
from his son stating that his father committed suicide 
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by hanging himself in February of this year. The 
boy states that he was separated from his wife, had 
no money or friends and committed suicide in a fit of 
despondency. He ends his letter this way: I be- 
lieve the operation you performed was a decided suc- 
cess and had he lived a different life he would have 
been a well man today. This suicide occurred one 
year and nine months after the operation had been 
performed. I feel that in this case the operation was 
well worth while. 

Dr. Lee, who reported five cases in the Journal 
A. M. A., July, 1915, writes as follows: “Of the 
cases there reported, two have since died, the 
others are comparatively well.” 

In a series of only twelve in which the oper- 
ation was performed by Dr. Vincent, Harvard 
University, the immediate mortality was zero. 
All the cases have improved at least for the time 
being. We have not been able to demonstrate 
that the disease has been cured in any instance. 
Coming to my own cases: 

Case 1. A. U., male, aged 37 years, American. 
Occupation, railroad conductor, decorator and painter. 
Married but not living with his wife. No children. 
Father died at age of 78, cause unknown. Mother 
living, good health. Two brothers living, good health. 
One brother drowned at age 32. Two sisters living, 
good health. One sister died at age 28, had been 
sick three years; said to be anemic. Patient had 
always lived in Illinois except during 1900 and 1901, 
during which time he was in Texas. In 1905 he had 
an infection of the eyes lasting three or four months, 
followed by a sore mouth described by him as canker 
sores that were aggravated by eating acids or tart 
foods. 

Never used alcohol to excess, no history of syphilis, 
Wassermann positive. In July, 1913, he became un- 
able to work and after taking medical treatment for 
about one week, became blind, but recovered his sight 
within a short time. In January, 1914, he was unable 
to sit up but improved and returned to his work dur- 
ing March, April and May. In June he began to lose 
ground regardless of treatment and taking medicine 
all the time. Three reputable physicians had him 
under treatment and had made a diagnosis of per- 
nicious anemia. I first saw him about July 14, 1915. 
He had the characteristic lemon color complexion, 
was very weak, but in fairly good flesh. Was vomit- 
ing practically all food; spleen was very much en- 
larged and could be plainly felt below the costal 
margin. He was operated on July 24, 1915; entire 
spleen removed. It was about five times the size of a 
rormal spleen, very friable, but normal in appearance. 
Recovery uneventful. 

After recovery from the operation he did not com- 
plain of pain in the limbs or joints, but there was 
seme tenderness and pain in his back over scapula, 
especially the left side. 

Blood findings in this case are as follows: July 20, 
1915, red cells, one million; hemoglobin, 40 per cent. ; 








many poikilocytes, macrocytes and microcytes present ; 
in fact, a typical picture of pernicious anemia. 

July 29, erythrocytes, one million, four hundred 
thousand; hemoglobin, 45 per cent.; poikilocytes. 
Leucocytes, eleven thousand four hundred; several 
normoblasts present. 

August 1, erythrocytes, one million, five hundred 
ninety-two thousand ; hemoglobin, 50 per cent. Poiki- 
locytes and normoblasts present. 

August 30, red cells, two million, four hundred 
fifty-six thousand; hemoglobin, 60 per cent.; leuco- 
cytes, ten thousand two hundred; macrocytes and mi- 
crocytes, a few poikilocytes and normoblasts present. 

October 23, red cells, three million, four hundred 
eleven thousand; hemoglobin, 82 per cent; leucocytes, 
eight thousand four hundred; macrocytes and mi- 
crocytes present and a few poikilocytes. 

January 1 and 21, 1916, erythrocytes, four million, 
four hundred ninety-six thousand; hemoglobin, 80 per 
cent. 

March 28, 1916, erythrocytes, four million, four hun- 
dred twenty-four thousand; hemoglobin, 85 per cent. ; 
leucocytes, nine thousand six hundred; still some 
macrocytes and microcytes present, but in lesser num- 
bers. 

This man at this time looks and feels very well, is 
up and around and doing some light work, but is not 
able to resume his former occupation, and says he has 
not the strength to do a day’s work. 

Case 2. September 18, 1915, Dr. Hildreth asked me 
te see Mrs, G. A., aged 45 years; German housewife ; 
living in America twenty-five years; married, two 
children, son and daughter, living and healthy. Was 
unable to get her family history. She had the char- 
acteristic lemon color, very anemic and exhausted; 
vomiting nearly all food and complaining of an in- 
tense throbbing in the head. 

September 25 transfusion was done, with her son 
as the donor, with very little improvement. 

October 1, second transfusion was done with marked 
improvement, which continued until October 7, when 
the symptoms of severe anemia returned. Following 
the second transfusion she developed a low grade of 
fever which continued till her death, 

October 10 I assisted Dr. Hildreth do a complete 
splenectomy. The spleen was about three times nor- 
mal size, but normal in color and consistency. She 
recovered nicely from the operation and the improve- 
ment was marked. The color and edema of the face 
had cleared up; she was taking food and all throbbing 
in the head had disappeared. She was feeling well 
and sitting up in bed, although the low grade of fever 
had continued since the second transfuson. 

October 22, twelve days after the operation, she had 
had breakfast, was telling the sister how good she felt, 
when she gave a gasp and fell over dead. 

Dr. Hildreth performed a partial autopsy three hours 
after death. He states there were no signs of peri- 
tonitis; pedicle of the spleen was normal, but says 
the remarkable thing was two supernumerary spleens 
in the pedicle about the size of an English walnut. 
The heart, lungs and brain were not examined, but in 
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my opinion she died of embolus, probably of one of 
the coronary arteries or one of the arteries of the 
brain. There was no history of syphilis although no 
Wassermann was made. 

The blood findings in this case are as follows: Sep- 
tember 24, 1915, red cells, five hundred ninety thou- 
sand; hemoglobin, 20 per cent.; white cells, thirty- 
eight thousand; red cells taking stain well; megalo- 
blasts found, occurring in various sizes and shapes; 
many macrocytes, microcytes and poikilocytes. Blood 
picture characteristic of pernicious anemia. 

October 14, four days following operation, erythro- 
cytes, one million, six hundred thousand; white, thir- 
teen thousand two hundred; hemoglobin, 30 per cent. 

October 18, red cells, two million, two hundred forty 
thousand ; hemoglobin, 38 per cent. 

We now come to the most important question. 
Is splenectomy justifiable in pernicious anemia; 
is it worth while? I do not believe any surgeon 
will say he has a perfectly healthy patient or one 
that has a normal blood picture. The early re- 
sults are striking and gratifying; but will our 
patients relapse and die in a few months or year 
as they do under medical treatment? The oper- 
ation, while serious, is not difficult and is borne 
very well by patients that are very low, as was 
true in my cases. Hemorrhage is about the only 
thing we need fear. 

When we consider the desperate condition of 
the patients, many of them bed ridden, awaiting 
in utter exhaustion to die, are we not justified, 
and do we not owe it to them to give them this 
relief when they ask for it, after explaining to 
them and their friends the hazard of the oper- 
ation and its high mortality, even if we cannot 
say to them that the cure is permanent, until we 
have something better to offer? 

In preparation of this paper I am indebted to 
Dr. Hildreth for-allowing me to present his case, 
to Dr. Smith, Dr. Jack and Bill for making 
blood counts; also to Dr. Lee and Dr. Roblee for 
writing me. 

References: Osler’s System of Medicine. 


DISCUSSION. 


Dr. A. S. Wall, Champaign: I am very much in- 
terested in this paper because it is something new 
and deals with a surgical procedure that is vital to 
life itself. The physiology of the spleen has been a 
stumbling block to the physiologists. They will tell 
you one thing today and tomorrow they will tell you 
that is wrong. As to the physiology I may say that 
1 believe Osler’s theory that the spleen in fetal life 
manufactures red blood corpuscles and that after the 
cessation of fetal life it only manufactures red blood 
corpuscles under extraordinary conditions, such as 
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hemorrhage—that theory has stood for some time and 
1 believe that is correct. 

The other functions of the spleen as stated by the 
paper seem to be the grave of the red blood cor- 
puscles after they have been sensitized by other or- 
gans. They are not only destroyed’ in the spleen but 
their food value is conserved and passed on to the 
liver. It also has the power of separating the bac- 
teria from the blood and passing them on also to 
the liver for their destruction. The paper concerns 
splenomegaly which I understand is an enlargement 
of the spleen, and the diagnostician who can make out 
an enlargement of the spleen before it has come down 
below the ribs is better than most of us and in fact 
men of large clinical experience claim that it cannot 
be done. 

There are four causes for enlargement of the 
spleen—new growths, infectious diseases, diseases con- 
nected directly with the blood, and cirrhosis of the 
liver. Banti’s disease begins at the thirteenth year and 
is very chronic and lasts a long time. There is also 
a disease of the orient, an infectious disease where 
we also have an enlargement of the spleen, which is 
not very well understood. The anemias represent a 
type of fetal blood or the reversion to fetal blood or 
to that of the lower animals. Pernicious anemia, how- 
ever, is very easy to make out on account of the 
erythrocytes, and their count, the hemoglobin usually 
staying pretty high, the erythrocytes almost never go- 
ing below a million. In pernicious anemia the spleen 
is almost always enlarged. Of 19 cases that were 
operated upon, 18 have been from 360 grammes to 
10; one was below normal, but there were 18 out of 
19 very much enlarged in pernicious anemia. Cabot 
says that it is his opinion that while all of the cases 
improve in pernicious anemia after splenectomy, it is 
too soon to judge of the end results. I think we have 
nothing to lose, because, as you all know, all cases of 
pernicious anemia are fatal otherwise in a limited 
time. 

Dr. C. B. King, Chicago: I would like to report 
one case which I have in the hospital at the present 
time. Thirteen years ago this man suffered a severe 
typhoid. At the very beginning of his typhoid I found 
the spleen reaching down to the umbilicus and the his- 
tory he gave me at that time was that four years 
previously he had suffered from malaria. The blood 
findings at that time I remember were practically 
uormal; the differential count was normal. He has 
gone along the past thirteen years and I have seen 
him rather frequently. His general appearance has 
been that of anemia, however, there has been no 
blood count made until quite recently. He came to 
me along in the latter part of March with a history 
of having suffered from exceeding thirst and passing 
considerable urine the previous four weeks, with a 
loss of weight. Urinalysis showed at that time about 
4 per cent. of sugar. He was put upon a diabetic 
diet. The sugar condition improved somewhat. About 
two weeks ago he began to complain of very marked 
weakness with some edema of the feet and ankles. 
The weakness continued and he was put to bed, a 
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general edematous condition coming on. He was sent 
into the hospital and we made a differential count. 
The red count at that time, only last week, was about 
4,380,000 and the white count was 3,800; differential 
normal. His blood pressure, systolic, was 138, diasto- 
lic, about 110. His sugar condition within the last 
week or so has increased in spite of diet. The liver. 
during all this period of time has been very large, 
extending down to the umbilicus. At the present 
time there is some enlargement of the spleen. The 
liver is enlarged a finger’s breadth below the costal 
arch. Splenectomy was talked to this man but he 
refuses and owing to the diabetic condition he hesi- 
tated about doing anything in a surgical way. 

I simply report this as to the long time that he has 
carried this enlarged spleen and been able to work. 

Dr. Parrish, closing discussion: I have nothing 
to add. I want to thank Dr. Percy for his splendid 
discussion and the other gentlemen also. I only 
want to say that we have a lot to learn, and I think 
this thing will be discussed, I hope it will be dis- 
cussed, and good work done on it until we get some 
kasis on which to stand in doing this work. 





SPLENECTOMY.* 
Maurice L. Goopxrnp, M. D., 
CHICAGO, 


Splenectomy has had a well established position 
for a number of years, in the treatment of splen- 
omegalia of the Banti type, but it is only within 
the past few years that this treatment has been 
extended to other conditions associated with 
splenic enlargement and it is now being utilized 
in hemolytic icterus ; Gaucher and Minoski form 
of splenomegaly ; hypertrophic cirrhosis with mas- 
sive splenic enlargement, and anemia splenica in- 
fantum, but it is especially in the domain of the 
so-called idiopathic or primary pernicious anemia 
that it has found many advocates in recent years. 
My own experience regarding splenectomy has 
been so meager that I have been compelled to 
rely on a study of the work of others in arriving 
at any conclusion. Looking over the literature of 
the subject, the first complete data regarding the 
removal of the spleen in pernicious anemia are 
presented by Eppinger and Ranci of Vienna sev- 
eral years ago. The assumption being that in this 
disease the spleen contains a toxin either de- 
veloped in situ or as a result of infection from the 
oral cavity, pyorrhea, disease of teeth or tonsils 
or from the gastro-intestinal canal (appendix 
and gall bladder), and that this toxin has a se- 
lective action on the erythrocytes, as evidenced by 


*Read before the sixty-sixth annual meeting of the Illinois 
State Medical Society, at Champaign, May 18, 1916. 








an increased urobilin output, in both stool and 
urine, siderosis of liver and spleen, sub-icteric 
hue; biliary pigmentation of the serum. Also 
experimental investigation of the erythrocytes of 
the spleen has demonstrated that, in this condi- 
tion, in that locality, they possess a lessened re- 
sistance and fragility as compared with the cir- 
culating blood. 

In the statistical report which herewith is ap- 
pended, the European mortality varies from 20 
to 50 per cent.; in our country, the operation has 
not been attended with so large a mortality. For 
instance, Percy and Ochsner operated on 23 cases 
of pernicious anemia within the last 26 months 
with the loss of but a single case and with a re- 
lapse in but three cases. The first case of their 
series which was operated on 26 months ago, they 
report as having apparently recovered. These ex- 
cellent results may be ascribed to the preliminary 
preparations which their patients received. Six 
hundred to 700 centimeters of whole blood is 
transfused as often as the patient’s condition may 
require to place him in a suitable state for oper- 
ation. Some receive as many as four transfu- 
sions. This measure is also applied to every pa- 
tient immediately after splenectomy and before 
the patient is returned from the operating room. 

In addition to these precautionary measures, 
an attempt is made to remove all other sources of 
infection (tonsils, bad teeth, diseased gall blad- 
der, appendix, etc.). 

The results are certainly most brilliant, and 
while we recognize the fact that pernicious anemia 
is a disease which possesses a peculiar tendency 
to remissions and that too short a time has 
elapsed to warrant any dogmatic statements, 
nevertheless the results thus far achieved are far 
beyond anything hitherto accomplished by medic- 
inal agents. The only contra-indications to oper- 
ation which they recognize are signs and symp- 
toms indicative of involvement of the central 
nervous system. 

Certain gratifying results which I personally 
have secured through the use of the intensive ap- 
plication of the x-ray in a few cases of Banti’s 
disease, made me feel that this may also be a 
useful adjuvant in pernicious anemia, as a pre- 
liminary procedure before operation, especially 
where the spleen is much increased in size, as its 
influence upon the vascular and lymphatic sup- 
ply of the spleen diminishes the likelihood of 
hemorrhage and infection. 
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SPLENECTOMY IN BANTI’S DISEASE. 


1. Rodman, J. Stewart, and de Forest Willard: 
“Splenic anemia (Banti) with special reference to the 
etiology and surgical treatment.” Annals of Surgery, 
vol. 58, No. 5, p. 601-615, 1913. 

They believe that in Banti’s disease the original 
toxines are formed in the gastro-intestinal tract. These 
lead to disease of the spleen, and here, secondarily, 
new toxines are formed, which cause the other symp- 
toms. In the two first stages, when the cirrhosis of 
the liver has not yet appeared, they believe splenectomy 
is distinctly preferable to medical therapy. In the 
third stage splenctomy is of less value and the opera- 
tive mortality is very much greater (56 per cent.). 

Technically, for approach, they recommend a large 
flap incision, that begins just beneath the ziphoid 
process, runs directly downward, 1 cm. to left of the 
median line, to just above the umbilicus, then runs to 
the left and upward again to the costal arch. The 
rectus muscle is divided transversely, the oblique 
muscles, partly bluntly, are divided in the direction of 
their fibers. 

2. Korte: Bier, Braun und Kiimmel, “Chirurgische 
Operationslehre,” vol. II. Operative risks, 27.4 per 
cent. Carstens collected 739 splectomies in the litera- 
ture; the mortality was 27.4 per cent. 

3. Heineke: Splenectomy in Banti’s disease. Hand- 
buch der practischen Chirurgie, 1913, vol. III. 

Splenectomy is valuable in all three stages. 


His Own 

30 Cases— 

Mortality 

ist. Splenomegalie + anemia .................. 25% 
2nd. Splenomegalie -+ anemia + liver hyper- 

6 aac 5 a iaamiahaa dh dial ab aiihiniets 40% 

urd. Splenomegalie + cirrhosis + leucopenia ... 60% 

Banti’s statistics from the literature: Mortality 

PE MED kisieaedaS covets dessccadhaneaba dienes 0% 

EP OT Ieee A OT POR ey Pe 16% 

0 EE a ae eer ee 30% 


4. Groves, E. Hey: Splenectomy in Banti’s disease. 
Bristol Med. Chir. Jour., vol. 31, No. 122, pp. 331-333, 
1913. 

That even in advanced cases splenectomy is of 
value is shown in this case where the spleen reached 
to the umbilicus and there was cirrhosis of the liver, 
ascites, and edema of the feet. After extirpation of 
the spleen the omentum was fixed in the lower angle 
of the abdominal wound. General gradual disappear- 
ance of the symptoms. Patient is now able to work 
again. 

5. Mayer, W. J.: “Ein Fall von Splenectomie wah- 
vend der Schwangerschaft.” Published in Russian. 
Abstracted in the Zentralb. die gesamte Chir. und irre 
Grenzgebiete, Bd. V., Heft 9, s. 521, 1914. 

Pregnancy is no contra-indication when splenectomy 
is necessary. 

6. Hill: St. Barth. Hosp. Rep., 1909, xlv, 43. 

Hill classes splenic anemia in two types—Hemolytic 
and Cachectic. 
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In what internal diseases does 
Therapie der 


7. Klemperer, G.: 
splenectomy come into consideration? 
Gegenwart-jg. 55 H. 1, s. 1-7, 1914. 

The relatively moderately severe operation comes 
into question in 

Cachectic anemias with splenic tumor (enlarged 

spleen) 
Tuberculosis 
Tumors 
Banti’s disease 
Hemolytic icterus 
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1. The resistance of red blood cells is increased 
after splenectomy. 

2. The hemolysis and hemoglobinemia, caused by 
intravenous injection of water, is not influenced by 
splenectomy. 

3. The action of the hemolytic agent is influenced 
by the spleen. According to these experiments the 
spleen is able to markedly decrease the resistance 
of the red blood cells to these agents. 

4. Splenic extracts do indeed have a hemolytic ac- 
tion; the hemolytic substance is probably a lipoid. 





Symptoms Hemolytic Cachectic 
Pigmentation Common Never 
Hematemesis Common Rare 
Other hemorrhages Rare Common 
Relative leucocytosis Only with marked leucopenia With slight leucopenia 
Myelocytes May occur Never 
Normoblasts May be numerous Few are not rare 
Megaloblasts May be numerous Never 


Color index Often above 1 


Rarely 0.9 (never over 1) 


Falling count with rising Almost always (blood changes resemble those of Never 


index Pernicious An.) 


Splenectomy 


Does not cure, but may relieve symptoms and delay Cures! 


the commoner causes of death 





Not indicated in 
Passive congestion of the spleen 
Amyloid spleen 
Leukemia 
Granuloma 
Lymphosarcoma 
Malaria 
Lues 
Cachetic anemias without enlarged spleen 
Pernicious anemia—improvement in blood pic- 
ture and general condition, but no cure—10 
cases. Important to operate early. 

8. Erdman, J. F., and John J. Moorhead: Splenec- 
tomy for splenomegaly (Gaucher type). American 
Jour. of Medical Sciences, vol. 147, No. 2, p. 213-224. 

In 16 cases, confirmed by operation and autopsy (10 
cperated; 2 died), splenectomy is the method of 
choice. Best prospects for surgical intervention are 
cases with a large spleen, normal blood picture, 50 
per cent. hemoglobin and over. Moderately enlarged 
liver is no contra-indication. Pararectal incision. Sur- 
prising results after operation. Entirely cured. 

9. Banti, G.: Hemolytic, anemopoetic splenomeg- 
aly. Sperimentale Jg. 67, No. 4, p. 323-378, 1913. 

A new disease which differs from the classical 
Banti’s disease in that hemopoetic function of the 
Lone-marrow is insufficient. In the usual Banti’s dis- 
ease one finds in the blood polychromatophilia, granulo- 
basophile erythrocytes and very often normoblasts and 
neutrophile myelocytes (hemopeetic type), leuco- 
cyte count nearly normal. In the new form (anamo- 
poetic type) these mentioned blood cells are absent 
a'together and there is marked leukopenia; 24% to 3% 
million red cells, 2,000-4,000 whites. 

Experimental work on dogs and rabbits showed: 





5. Liver, lymph glands and bone-marrow possess 
slight hemolytic properties. 
Banti studied 50 cases carefully—32 females, 18 
males. 
Banti’s own collected cases: 
No. of Cases Recovered 


ER re eee 4 3 
SOON MOTE ico densde cccvdtogess 22 13 
py) CR eee, eer 4 1 


He urges operation in the 

First period where the mortality is 25 per cent, or 
in the 

Second period where the mortality is 40 per cent., 
ard in the 

Third period where the mortality is 60 per cent. 

10. Hutchinson, J.: Excision of the spleen for 
splenic anemia. Proceedings of the Royal Society of 
Medicine, vol. 6, No. 8, Surg. Section, p. 236, 1913. 

Seven year old boy, who after 8 months’ observa- 
tion, with a spleen reaching to his navel, in emaciated, 
anemic condition, 2,100,000 reds; 3,800 whites, 30 per 
cent. hemoglobin; operation splenectomy. Liver 
slightly cirrhotic. Cure! Two months post-operative, 
5,000,000 reds; 9,400 white; 65 per cent Hg. 

A case of a 5 year old girl, well now after 18 years. 

11. Kidd, Frank. Case of Banti’s disease cured by 
splenectomy. Proceedings of the Royal Society of 
Med. vol. 8, No. 8, Surg. Sect., p. 225, 1913. 

Seventeen year old girl, ascites, hematemesis, gen- 
eral weakness. Blood picture, 4,900 reds, 3,000 whites, 
75 per cent. Hg. Spleen ++. Splenectomy. Nine 
months later, 5,900,000 reds, 5,000 whites, 90 per cent. 
Hg. 

As the operation is not difficult and is followed by 
great benefit the author considers splenectomy is in- 








dicated in all cases of enlarged spleen with cirrhosis 
of the liver. 

12. Mayo, Wm. J.: Surgery of the spleen. 
Gyn. and Obstetrics 16, p. 233-239, 1913. 

Splenectomy valuable in Banti’s disease, as he found 
in 18 cases. In 27 splenectomies for various condi- 
tions, 2 deaths. 

13. Eppinger, Hess, u. Ranzi: Uber Splenectomie 
bei Bluterkrankungen. Mitteilungen a. d. Grenzgebiet 
Bd. 27, H. 4, s. 796-806, 1914. Abstracted in Zeitschr. 
f. d. gesampt. Chir. Bd. 5, No. 9, s. 521, 1914. Ranzi 
read paper at American Surg. Cong., N. Y., 1914. 

Sjenectomie in 9 cases (7 are quite well) for Banti’s 
disease. In 20 splenectomies, 4 deaths: 


Surg. 


1 from shock 
1 from duodenal ulcer 
2 from pneumonia 


Splenectomy indicated in 
Banti’s disease 
Pernicious anemia 
Hemolytic icterus 


14. Wilson, L. B.: Pathology of spleens removed 
for certain abnormal conditions of the blood. Tr. 
Am. Surg. Ass’n, 1915, June. (1. A. S., Sept., 1915, 
p. 271.) 

15. Upcott, H. A.: Splenic Jaundice; a contribu- 
tion to the surgery of the spleen. British J. Surg., 
1915, ii, 673. (1. A. S., Sept., 1915, p. 269.) 

16. Mayo, Wm. J.: Surgical considerations of 
splenectomy. Tr. Am. Surg. Ass’n, 1915, June. (I. A. 
S., Aug., 1915, p. 151.) 

17. Giffin, H. Z.: Clinical notes on splenectomy. 
As above. q.v. (I. A. S., Aug., 1915, p. 152.) 

18. Elliot, C. A., and Kanavel, A. B.: Splenectomy 
for Hemolytic Icterus; a discussion of the familiar 
and acquired types. with a report of splenectomized 
cases. Surg., Gyn. and Obstet., 1915, xxi, 21. (1. A. S., 
Aug., 1915, p. 152.) 

19. John Bapst Blake: Banti’s symptom complex 
with relation to splenectomy. Annals of Surgery, 
Sept., 1915, vol. Ixii, p. 315. (I. A. S., Feb., 1916, 
p. 171.) 

20. Krumbhaar, E. H.: A classification and analy- 
sis of clinical types of splenomegaly accompanied by 
anemia, Am. J. M. Sc., 1915, cl., 227. 

21. Gerster, J. C. A.: Ligation of the splenic 
and gastro-epiploica sinistra arteries in the surgery 
of the spleen. J. Am. M. Ass’n, 1915, Ixv, 527. 
(1. A. S., Dec., 1915, p. 611.) 

Additional recent literature, 1914-1915: 

22. Roblee, W. W.: Splenectomy for primary per- 
nicious anemia. Surg., Gyn., and Obstetrics, 1914, xix, 
675. (1. A. S., March, 1915, p. 285.) 

Miihsam: (What can be accomplished by splenec- 
tomy in the different forms of anemia?) “Was errei- 
chen wir der Milzexterpation bei den verschiedenen 
Formen der Anamie?” Deutsche Gesellsch, f. Chir., 
1914. (I. A. S.), March, 1915, p. 286.) I have this. 

24. Graf, P.: (Surgical treatment of hemolytic 
icterus.) “Zur chirurgixchen therapie des hamolytis- 
chen ikterus.” Deutsche Ztschr. f. Chir., 1914, cxxx, 
462. (I. A. S., April, 1915, p. 378.) 


#5. Kreuter: “Experimentelle Untersuchungen 


iuber den einfluss Milzexterpation auf das periphere 
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blutbild.” Arch. f. klin. Chir., 1914, evi, 191. (I. A. S., 
May, 1915, p. 496.) Verhand. der Deutsche Gesell. f. 
Chir., 1914, I, 225, and II, 796. I have this! 

26. Nobel, E., and Steinbach, R.: “Zur Klinik der 
Splenomegalie in Kindersalter.” Ztschr. f. Kinderh., 
1914, xii, 76. (I. A. S., June, 1915, p. 611.) 

27. Roblee, W. W.: Splenectomy in Primary Per- 
nicious Anemia. J. Am. Ass., 1915, Ixiv, 796. (I. A. 
S., July, 1915, p. 34.) 

28. Percy and Smithies: Read a paper on “Blood 
Transfusion and Splenectomy in Pernicious Anemia” 
before the Society for Internal Medicine, April, 1916. 





SPLENECTOMY.* 
Netson Mortimer Percy, M. D., 
CHICAGO. 


Both of the papers have been very interesting 
and I agree with everything that has been said. 
As Dr. Kanavel has told you, anemias are not 
well classified. This is probably due to the fact 
that so little is known concerning the cause of the 
various anemias. 

Whatever the cause of pernicious anemia may 
be, it seems quite probable that it is not due to 
disease of the blood forming organs. While very 
little is known concerning the physiology of the 
spleen, there is definite clinical evidence that the 
increased blood destruction occurring in _per- 
nicious anemia is in some way associated with an 
abnormal functioning of the spleen. In cases 
where blood destruction has been studied before 
and after splenectomy, a marked reduction in 
blood destruction has been found in practically 
every case following splenectomy. While the 
etiology of pernicious anemia is unknown, it may 
be suggestive that in our series of cases operated 
on, twenty-three in number, every spleen removed 
showed evidence of chronic or healed inflamma- 
tion such as adhesions or increased connective 
tissues or calcareous deposits. Furthermore, it 
may be significant that in all of these cases there 
was found a long standing chronic focus of infec- 
tion in some other portion of the body, and in 
several cases one or more foci of infection. In a 
large percentage of our cases, infection was found 
in the gall bladder. In nineteen of the twenty- 
three cases, a chronic cholecystitis with or with- 
out stones was present; fifteen of these nineteen 
also showed evidence of a previous infection in 
the appendix; two of the cases had a definite 
chronic infection in the appendix without in- 


*Presented in symposium before the sixty-sixth annual meet- 
ing of the Illinois State Medical Society at Champaign, May 
18, 1916. 
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volvement of the gall bladder; six of the cases 
had definite evidences of a long standing focus of 
infection about the teeth; two cases had a long 
standing infection of the tonsils besides the teeth ; 
in one case the only focus of infection found was 
about the teeth. 

In January, 1914, we began treating pernicious 
anemia by what we call massive step-ladder trans- 
fusions of whole blood, combined with splenect- 
omy and the removal of any chronic focus of in- 
fection present. 

In all cases of pernicious anemia in which a 
splenectomy is contemplated, the patient is given 
from one to five transfusions of whole blood, at 
intervals of a week or ten days, as a preliminary 
measure. The patient begins to improve imme- 
diately after the first transfusion and continues 
to improve with each subsequent transfusion, 
until they are good surgical risks and splenec- 
tomy can be done without greater shock than 
would be produced in any other patient by an 
operation of the same magnitude. 

From our experience, it would seem that most 
any case of pernicious anemia can be greatly im- 
proved by a series of blood transfusions. We 
found, however, that the improvement was only 
temporary as invariably in the late cases the blood 
count would drop within two weeks, unless trans- 
fusion was repeated. 

We have done splenectomy in twenty-three 
cases of pernicious anemia with one fatality. 
This patient died on the twelfth day from uremia. 
Splenectomy, cholecystectomy in two cases, 
splenectomy and appendectomy in three cases, 
splenectomy alone in one case. In six of the 
cases teeth were extracted later and in two cases 
the tonsils also removed. Transfusion was done 
routinely on the table immediately at the close of 
each operation. You see in all of the cases we 
have done more than merely remove the spleen. 
All the chronic foci of infection that could be 
found have been disposed of, and besides they 
have received one or more large blood transfusions 
which undoubtedly have greatly facilitated their 
recovery. 

The average number of transfusions given each 
patient was 3.5. The average amount of blood 
given each time was 640 c.c., making a total of 
2,340 e.c. per patient. The average length of 
time from first transfusion until splenectomy was 
twenty days. Average time in hospital after oper- 
ation was twenty-seven days. The transfusions 


NELSON MORTIMER PERCY 


119 


given consisted of plain whole blood and were 
not diluted with any chemical substances. We 
believe that the administration of plain whole 
blood is better than definbrinated blood or blood 
which has been diluted with sodium citrate solu- 
tion. On admission to the hospital the average 
blood count of these twenty-three cases was R. B. 
C. 1,300,000 ; W. B. C. 4,037; hemoglobin 36 per 
cent.; the average color index being 1.4; the 
coagulation time was seven minutes; the average 
number of blast cells present was 4 per cent. of 
100 white cell count. On discharge the average 
red count was 3,700,000, the average white count, 
10,300; the average hemoglobin 70 per cent. ; the 
average color index .9. The average coagulation 
time 5 minutes, but the blast cells were usually 
still present. 

There is quite a striking immediate effect of 
splenectomy and that is e polymorphonuclear 
leucocytosis takes place almost instantly. For in- 
stance, where we take out the spleen and while 
tying its vessels and closing the wound, we have 
a blood count made we will find the white count 
has gone up from 4,000 to twelve, thirteen or 
fifteen thousand in that five minutes. 

In every case in which the count has been taken 
within a few minutes after splenectomy this im- 
mediate polymorphonuclear lecocytosis has been 
found. Where the polymorphonuclears were per- 
haps only 40 per cent. before the operation, in the 
next two days they will come up as high as 90 
and often as high as 97 per cent. Just what 
causes this immediate leucocytosis I am not pre- 
pared to state. 

I have some charts which will give you a better 
idea of the effect of splenectomy than I can tell 
you. I would like to say a few words about blood 
transfusions in pernicious anemia. In advanced 
pernicious anemia, that is the late cases, blood 
transfusions are of no permanent value at all. In 
the early cases a good blood transfusion will often 
give a remission which will sometimes last for 
months, but in the later cases which have been 
sick for two or three years, and which have had 
several remissions, and then for the last six or 
twelve months have gone continually down and 
long become bed-ridden, with a count perhaps 
under 1,000,000 and with general edema; in that 
type of cases, blood transfusion is only good for 
about ten days; but these cases will begin to eat 
immediately after a blood transfusion and will 
pick up and then by repeated transfusions can be 
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improved in a few weeks until they are in a safe 
condition for operation. 

The operative mortality in cases of pernicious 
anemia has been too high in the past. These 
cases have been operated on when they were not 
in a condition to stand.a severe surgical pro- 
cedure. 

We had one operative mortality out of 23 
cases. This patient did very well for ten days 
and suddenly developed an acute suppression of 
urine and died of uremia. This low mortality is 
simply due to the fact that-we prepare these pa- 
tients ; they receive their blood transfusions until 
they are good risks, but it is not so much the 
blood count at the time of operation as the gen- 
eral condition of the patient. That is, we can 
have a patient who has been bed-ridden for six 
months to a year and a half and, say, in two weeks 
we can have the blood count up to about 3,000,- 
000 by three transfusions, but this patient may 
not be a safe surgical risk, while another case 
with a blood count of 2,000,000 may be a better 
surgical risk. In all cases we get the blood up 
and keep it up until the general condition of the 
patient will warrant the surgical procedure. 

I would like to say a word about Dr. Kanavel’s 
paper, especially about Banti’s Disease; it is not 
known what causes Banti’s disease, but it seems 
to be associated in some way with cirrhosis of the 
liver. Probably what causes one causes the other. 
In all cases of Banti’s disease cirrhosis of the 
liver will develop if the disease persists long 
enough, and the important thing about it is 
this, that early removal of the spleen will prevent 
cirrhosis of the liver taking place, and these cases 
do very well, so we believe that in a case of 
Banti’s disease, as soon as a diagnosis can be 
made, the spleen should be taken out. 

(The speaker further illustrated his talk with 
lantern slides showing the effects of splenectomy 
and also the effect of blood transfusion in per- 
nicious anemia.) 

We are not claiming any cures in these cases 
at all, but 17 out of these 23 cases have been long- 
standing, bed-ridden, you might say down-and- 
out cases and were cases in which I think if you 
saw them and went over their history you would 
be convinced that these cases had had practically 
all the remissions they were going to have. The 
other five cases have not been such late cases. 

We believe that in pernicious anemia they 
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should be operated on early, before too much 
degeneration has taken place. 

Another thing, pernicious anemia presents so 
many different types. There is one type of 
anemia where the psychic disturbances, the nerve 
lesions and the spinal cord changes come on 
early and are out of proportion to the blood find- 
ings. That type of case does not do well under 
any form of treatment and should not be operated 
on. As to our results, our oldest case is ap- 
parently well at the end of 26 months. We have 
three cases which have relapsed. They are the 
types of cases I have mentioned with marked 
spinal cord changes and physic disturbances ; 
especially in one of these the nerve disturbances 
were very marked throughout the disease. One of 
those cases recurred and did not do well at all. 
That is, after three transfusions and the oper- 
ation he went along very well for about six weeks, 
when psychic disturbances recurred and he died 
a few weeks later. Another case went bad. This 
patient did only fairly well for about four months 
when the cord changes which were marked at the 
time of the operation became worse and the pa- 
tient became practically paralyzed and death oc- 
curred seven months after the operation. An- 
other case did about the same thing. Another 
case died from other causes four months after 
operation with a blood count of nearly 5,000,000. 
The other cases, the interval varying from 26 
months up to the present time, are doing well. 

As I say, time will only tell how many, if any, 
of these cases will recover, but from our experi- 
ence we believe that the work is worth while and 
it is the surest and quickest method of obtaining 
remissions even in these very late, long-standing, 
bed-ridden cases. 





THE PREPARATION AND USE OF VAC- 
CINES IN CHRONIC BACTERIAL 
LOCALIZATIONS.* 


ApoLPH GEHRMANN, M. D., 
CHICAGO. 


The popularity of vaccine treatment has ex- 
tended this therapy to almost every condition in 
which bacteria have been found or are suspected 
of being present. There are so many conditions 
in which bacterial localizations in or upon the ~ 
tissues have extended over months of time and 
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have resisted all of the ordinary lines of anti- 
septic, hygienic, climatic, electric, hydro-thera- 
peutic and kinetic treatment, that when the addi- 
tion of vaccine therapy was added to our methods 
it was received with the greatest hope of benefit to 
many of these disagreeable and persistent cases. 
Among this group of conditions may be chronic 
rheumatics, infectious endocarditis, suppurating 
sinuses, chronic catarrh of the nasal passages, 
with and without asthma, ear infections, genito- 
urinary and intestinal infections of a chronic 
character. In a consideration of vaccine therapy 
as applied to these chronic localizations I do not 
consider the stock vaccines for the reason that 
one may inject either one or a combination of 
bacteria in such a case based either on absolute 
empiricism or upon more or less of a microscopic 
or bacteriologic investigation of the case. If 
one vaccine is found satisfactory, well and good. 
If it is not another may be tried until it is finally 
determined that it is inefficient. Often with one 
or the other vaccine there is temporary benefit but 
often not a lasting improvement or cure. 

I wish to bring to your attention some points 
in the preparation of vaccines made up from the 
material from the case itself, and also some con- 
sideration of the methods of using vaccines in 
these conditions. In order to prepare an auto- 
genous vaccine one must make a study of the 
material available from the case. This is the 
most difficult part of the procedure, because in all 
of the chronic localizations, outside of those con- 


nected with the circulatory systems, the growth — 


of bacteria is on surfaces and exposed and con- 
stantly mixed. I have had occasion repeatedly to 
examine cases from a bacteriologic standpoint, 
and have seen a series of what one might consider 
the essential or predominating organisms follow 
one after another. There is undoubtedly the 
probability of an overgrowth of one or two va- 
rieties as time goes on in the exposed tissues. It 
is this part of the preparation of vaccines that 
I wish to discuss at length. The making up of 
an emulsion either straight or sensitized is a 
purely technical matter. 

Our experience has brought us to the conclusion 
that it is no simple matter to make sure which 
are the real active organisms in a given instance. 
There are some cases in which this is quite cer- 
tain, as in colon bacillus cystitis, middle ear sup- 
purations and a few other infections. But in 
nose and throat discharges and in chronic 
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bronchitis and in various forms of colitis there 
is such a variety of organisms to be found and 
such frequent changes in the flora of the dis- 
charge that it is very rare to find the same organ- 
isms reappearing upon subsequent examinations. 
Probably of all cases the chronic bronchitis cases 
with asthma are the most variable. We have 
made extensive cultures under both aerobic and 
anzrobic methods with the result of finding such 
a large number of varieties of bacteria that it is 
very uncertain which are predominating at any 
one time. Further, at the same time, direct ex- 
amination of specimens may indicate that there 
are still other varieties which have not grown in 
a satisfactory way. Our method of procedure is 
largely gudied by the direct examination of the 
material. This must not be neglected, because 
the results of culture may be very different from 
what may be expected from a study of the speci- 
men on the slide. I feel much more satisfied if 
I can examine a number of specimens from the 
case before making a culture, and in this way de- 
termine the relative number of the different kinds 
and classes of bacteria observed before starting 
the cultures. With sueh an examination as a 
basis one is able to decide how best to proceed for 
cultivation and to use methods that will tend to 
be selective for the bacteria observed. It must 
be remembered that bacteria are very particular 
as to the culture media upon which they grow, 
as well also as towards its precise composition. 

Some of the important varieties in a case may 
be lost because only one or two cultures were 
made and these did not happen to be suitable for 
all of the micro-organisms that were present. It 
happens sometimes that in the direct examination 
we do not see enough bacteria to indicate the in- 
fection, yet when we make the cultures we find a 
good growth of one or more varieties taking 
place. It is also well to remember that there are 
probably two distinct groups of organisms in 
these chronic surface localizations; the group of 
bacteria growing in the surface tissue itself and 
another group growing more or less as saprophytes 
in the exudate on the surface. This is especially 
true when there is more or less stasis and the dis- 
charge collects as in sputum, vaginal or urethral 
pus. Mucous surface localizations are peculiar in 
this regard and deserve special care and extended 
observation to make the findings clear. In the 
eases of old tubercular sinuses, ischio-rectal 
fistule and sinuses from foreign bodies, as bone 
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fragments and tooth roots, another difficulty is 
presented because the cultures show only the out- 
ward aspect of a condition deep within that is 
hidden, or indifferent to bacteriologic procedures. 

In regard to the methods used for cultivating 
and isolating the bacteria from the case we have 
given up Petriplate cultures, largely because this 
method is slow and the colonies are often below 
the surface and cannot be easily fished for sub- 
cultures. In place of the Petri method we have 
gone back to the older method of streaking out 
the material or flooding it over the surface of 
culture media. These cultures usually grow over 
night and all the colonies are on the surface. This 
is a great advantage because pure cultures can be 
quickly and certainly obtained; from these any 
number of additional cultures can be prepared 
to. get a sufficient quantity of organisms for mak- 
ing up the emulsion. For one to be successful in 
this method it is necessary to be practiced and 
skillful in judging the amount of material and in 
spreading it to a proper degree so as to get a good 
colony growth. All of the aerobic organisms can 
be quickly and certainly isolated in this way. For 
anewrobic methods we have to use the special 
schemes employed for this purpose. In making 
up emulsions we have found it more satisfactory 
to use the minim as a standard of measure and 
to make emulsions more concentrated than is 
usually the case; one hundred million to each 
minim and in some instances two hundred mil- 
lion. We do this because the sub-q syringes 
usually used are in minims. The amount of fluid 
to be injected is also less, an advantage to which 
I will refer later. We have found the methods 
for counting the number of bacteria in bacterial 
emulsions rather uncertain, and are now more 
satisfied to use a cultivation method for the num- 
ber of organisms found before sterilization of the 
When the counting chamber or the 
opacity of the emulsion is used as a basis for 
estimating the number of organisms we find that 
the personal equation leads to a great variation in 
the In regard to the putting up of 
emulsions for use there are advantages and dis- 
advantages in the ampule method and the bulk 
method. Personally, the bulk container seems 
more satisfactory to me because there is such a 
tendency for the bacterial cells to settle and stick 
to the bottom and sides of ampules, causing the 
emu'sion to flake or leave a great many bacteria 
behind when it is withdrawn. 


emulsion. 


resuits. 
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Some points on the use of vaccines in these 
chronic cases are of present interest. It is prob- 
able that the extended use of vaccines has led us 
to expect too much in this class of conditions. We 
see such excellent results in some acute infections 
and especially.in subacute cases that we naturally 
hope for the same benefits in chronic conditions. 
I think we are about ready to accept certain limi- 
tations and not promise too much from this line 
It may first be recalled that the type 
of immunity involved is that relating to the pro- 
tective action of the leucocytes and as this im- 
munity is very largely directed against the pus 
coccus group of organisms it is to be expected 
that resistance will be best when directed against 
the more pure types of pus coccus localizations. 


of therapy. 


To a less degree the action is antagonistic to the 
colon bacillus group of organisms. Beyond these 
I have not been able to see much benefit from 
vaccine treatment in chronic localizations. Diph- 
theria bacilli, pneumococci, pyocyaneus, lepto- 
thrix and fusiform organisms or mixed sap- 
rophytic localizations (some anewrobic) do not 
appear to be much influenced. At least the 
presence of these organisms will add uncertainty. 
I think, however, there is a distinct use in cases 
where there is a mechanical defect that is more 
or less accountable for the continuation of the 
condition, because, by a few injections, the pa- 
tient can be protected against an extension when 
some operation is required to relieve the mechan- 
ical defect. How many bad or indifferent results 
we are getting from vaccines is hard to see, but 
there is no doubt that in some cases, especially in 
old patients and in others where there has been 
absorption of the products of the infection for 
years, immunity is not only not again stimulated, 
but the patients show signs of increased toxemia 
when they are injected. In the chronic rheumatic 
cases the primary focus must be searched for with 
diligence, and it is usually found in the mouth, 
nose, genitals, rectum, or perhaps hidden in the 
abdominal cavity as a chronic appendix or gall- 
bladder infection. Such cases are often chronic 
but demand local treatment in connection with 
vaccines prepared and isolated from the focus 
itself. In cases of this kind, even after years of 


discouraging medicinal treatment an excellent 
result can be achieved through vaccine injections 
and local cleaning of an infected area. As 
intimated before, when the foci are found to con- 
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tain staphylococci or streptococci the beneficial 
results are most marked. In all of these cases 
diet and hygiene should not be overlooked. 

A few words as to the plan for the injection of 
the cases under discussion, I would first recall 
the statement that in our opinion the concen- 
trated emulsion is best. I have reached this con- 
clusion because it seems to me that in developing 
immunity the changes in the local reaction area 
play a very important part, and that when a 
dilute emulsion is given it is rapidly dispersed in 
the tissues and does not have much local effect. 
Robertson (New York Medical Journal, April 
22), discusses the intravenous injection of bacter- 
ins and intimates that the good results of sub- 
cutaneous injections may be due to our having 
entered a vein in making the injection. I be- 
lieve that in the circulation the wide dissemina- 
tion of the bacteria fails in stimulating action 
such as we get when they are planted in a small 
area subcutaneously. On this account I think a 
small concentrated dose is more satisfactory. The 
old lesion fails to immunize because it is cut off 
from the general circulation by inflammatory con- 
nective tissue growth, and absorption is probably 
entirely wanting. I would also advise avoiding 
intramuscular injections as these are liable to 
cause a great deal of pain, which is not reaction, 
but which is due to a disturbance of the muscular 
tissue. I have seen several instances in which 
intramusclar injections have been made and the 
patients have had the most disagreeable local 
symptoms in the muscle for a number of days. 

A study of the general histories of these chronic 
localizations will show that the individual re- 
covers if they remain local, but dies if they be- 
come widespread in the circulation. Various 
kinds of terminal infections may end these cases 
as an outcome of a primary local condition. We 
should rather try to follow Nature by making a 
new mild focus in which all of the immunity- 
stimulating conditions are reproduced. I, there- 
fore, recommend smal] concentrated doses, strictly 
subeutaneous, so that the chemistry of the limited 
local infection may be reproduced. In these cases 
of chronic localization care must be taken not to 
give too large a dose or number of bacteria, and 
this should not be repeated too often, at least 
never before all the signs of the last injection 
and the local disturbance have disappeared, such 
time usually extending to four or five day pe- 
riods. The first injection should always be small 
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so as not to have an overwhelming effect, after 
which the injections should be increased grad- 
ually, just enough to get a reaction, but not more, 
and the injections should be continued until there 
is practically no reaction when further applica- 
tions are of no advantage. 





RADIUM THERAPY.* 


ReMARKS ON THE Use or Rapium IN Deep- 
SEATED MALIGNANT DISEASES AND IN 
DeRMATOLOGY. 

Frank E, Simpson, M. D., 

CHICAGO, 


Those who are interested in knowing the truth 
about radium and its possibilities should not fail 
to read the several reports issued in the last three 
years by the London Radium Institute. These 
reports are among the most solid contributions to 
radium therapy that have been published in any 
language and they tend to clear the field of much 
exaggeration from which radium has suffered. 

A few words may first be said with reference 
to malignant disease. At the present time the 
general opinion among radium therapeutists is 
that operable cancers should not be treated by 
radium but should be operated on by the surgeon. 

When malignant growths are inoperable, how- 
ever, radium has proven of the greatest value, 
first, in rendering the growth operable, secondly, 
in occasionally bringing about recovery without 
operation. In the report of the London Radium 
Institute for 1914 several cancers of the rectum 
are referred to which were treated by pre-oper- 
ative radiation. Considered as inoperable before 
radium was resorted to, these tumors were so 
much diminished in size that their removal by 
the surgeon was successfully accomplished. I 
have treated with radium numerous inoperable 
malignant tumors in various situations. These 
include cancers of various parts of the mouth, of 
the esophagus, rectum, bladder, uterus, breast, etc. 

While it is difficult to make broad generaliza- 
tions it is fair to say that a few cases have ap- 
parently recovered for periods of from one to 
three years; many cases have been benefited and 
the life of the patient has been prolonged ; a few 
cases have received no marked benefit. 

At some future time I shall make a statistical 
report of all of these cases. 
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I wish now to refer briefly to a few cases which 
illustrate some of the points mentioned. 

Case 1. (Carcinoma of cheek, lip and antrum. Re- 
current. ) 

I first saw J. O., male, aged 44, on January 2, 1915. 
The primary growth had started as a cancer of the 
buccal mucous membrane about a year prior to my 
observation of the case. He had been operated on 
several times, but the growth had recurred after each 
operation. The last recurrence had been regarded as 
inoperable by several distinguished surgeons. Two 
days before I saw him he had consulted the Mayos at 
Rochester, Minn., and had been told there also that 
the growth was inoperable. Between January 2 and 


January 15, 1915, he received vigorous radium treat- 





Epithelioma of Right Ear. 
Taken February, 1916. 


Fig. 1. Photograph 


ment at my hands and on April 15 I exhibited this 
patient before the Chicago Medical Society (North 
Side Branch) as a case that had made a clinical re- 
covery under radium. When I last heard from this 
patient he was still in good health. This case is 
reported more fully in the Chicago Medical Recorder 
for July, 1915. 

Case 2. Epithelioma of the posterior wall of the 
soft palate. This growth was regarded as inoperable 
by Dr. E. H. Skinner and Dr. Hall of Kansas City, 
who sent him to me. 

This, patient was given an exposure of ten hours in 
iractional doses by passing 50 m. g. of radium through 
the anterior nares until it came in contact with the 
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The radium treatment was suppiemented by 
x-rays applied by Dr. Skinner externally over the 
neck. A clinical recovery followed in this case in 


growth. 


about eight weeks and the patient still remains in 
good health. 

Case 3. (Cancer of the breast. Recurrent.) 

Three years prior to my observation the left breast 
had been radically removed by Dr. W. C. Wood of 
Decatur, and Dr. W. A. Melton of Warrensburg. 
When I first saw her in July, 1914, there were three 
groups of nodules, the size of filberts, on the chest 
wall and in the left axilla. 

These were regarded as inoperable by Dr. S. C. 
Plummer of Chicago and Dr. Melton. Treatment was 
begun with radium in July, 1914. Six treatments were 
given with 50 m. g. of radium element. 

Two months later the nodules had disappeared, she 
had gained fourteen pounds in weight and seemed 
clinically well. Seven months later (March, 1915) a 
slight recurrence took place and she was given six 
more treatments with 150 m. g. of radium element. 
Two months later (May, 1915) she seemed entirely 
well. Seven months later (December, 1915) the 
patient had a severe attack of intercostal neuralgia. 
Although nothing superficial could be made out, deep 
carcinoma was suspected and two treatments with 200 
m. g. radium element were given over the painful 
areas. She recovered from the attack, gained in 
weight and resumed her occupation. About four 
months later (April, 1916) another attack of inter- 
costal neuralgia occurred. Owing to various circum- 
stances it has been impossible to carry out adequate 
treatment and the future of this patient is of course 
problematical. 

This case is cited to illustrate both the remark- 
able relief which radium sometimes gives, the cer- 
tain prolongation of life, and also the uncer- 
tainty of the eventual outcome in malignant dis- 
ease of this type. 

There are two chief reasons for the failure of 
radium treatment in malignant disease. The 
first and foremost lies in the very nature of carci- 
noma or sarcoma, i. e., in the frequent malignant 
infiltration of the tissues far beyond the area in 
which radium is effective, or to which radium can 
be applied. Unless new ways are devised of ap- 
plying radium we cannot expect that more than 
a certain small percentage of inoperable malig- 
nant disease of internal organs will be _per- 
manently relieved. A second cause of failure lies 
in faulty technic, i. e., in methods of applying 
radium which are entirely inadequate. Fre- 
quently the amount of radium is too small. Not 
less than 50 m. g. and occasionally 200 or more 
m. g. of radium element are essential in dealing 
with serious malignant conditions. 

The distance into the tissue to which radium 
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rays will effectively penetrate is still open to 
question. Following certain histologic studies it 
was widely accepted that a depth of 2 or 3 em. is 


the farthest that effective therapeutic effects 











Patient in Fig. 1 After Treatment with 


Fig. 2. 
150 mg. Radium Element (1 m.m. Screen) for 20 


Hours in Fractional Doses. Photograph Taken 


May, 1916. 


from radium may be anticipated. On the other 
hand, certain clinical effects that have been ob- 
served make it probable that radium rays may be 
effective at a much greater distance. For ex- 
ample, under radium treatment, the subsidence of 
severe symptoms, such as cough and dyspnea, due 
to pressure effects of a tumor in the mediastinum 
has been observed by Wickham, Hayward-Pinch, 
and others. A similar effect has been observed 
from the use of x-rays. 

tadium in the vault of the vagina will easily 
fluoresce a piece of willemite applied to the ab- 
domen, while photographic plates over the head 
will be darkened. This leads to the belief that the 
estimation of the exact depth to which radium 
effects extend -is a complex problem and not en- 
tirely solved at the present time. 

A somewhat neglected but important field is 


FRANK E. SIMPSON 


125 


the use of radium as a post-operative measure to 
prevent relapse after the removal of a malignant 
tumor. It is, of course, difficult to estimate the 
extent of the benefit to be derived from this 
measure. 

The London Radium Institute states that in a 
series of cases in which operation was performed 
for malignant disease and in which recurrence 
would probably have taken place in a large per- 
centage of cases, recurrence actually took place 
in only 19 per cent. This is believed to have been 
due to the post-operative radiation which was 
carried out. 

My own experience in treating post-operative 
eases is favorable. My present plan is to begin 
post-operative radiation immediately after the 
operation wound heals. This plan has succeeded 
in some cases in apparently preventing a recur- 
rence which might otherwise have been expected. 

Turning now to certain diseases of the skin, 
cancer of the skin furnishes a brilliant field for 
radium therapy. I have now treated over 200 
cases of epithelioma with radium and failure to 
bring about recovery has been rare. Failure, as 
a rule, occurs only in the very extensive cases, in 











Vascular Bluish Red Venus of Forehead. 
Photograph Taken March, 1915. 
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which great loss of tissue has taken place and re- 
pair is almost impossible. 

Cancer of the skin furnishes one exception to 
the general statement that operable cancers 
should be operated on. In many cases radium 
therapy alone or combined with surgery is su- 
perior to surgery alone. Especially is this true in 
the rodent ulcer type of epithelioma. In these 
cases resolution is usually prompt under radium, 
the scar is surprisingly good, while recurrence is 
uncommon. 

Angioma. 


In certain types of angioma (birth- 











Fig. 4. Patient in Fig. 3 After Treatment with 10 
M.G. Radium Element (1/10 M. M. Screen) for 
12 Hours in Fractional Doses. Photograph 
Taken December, 1915. 


marks) radium occupies a unique field. It 
especially valuable in the angiomas of children 
because of its painlessness and the ease of applica- 
tion. In certain cases the cosmetic 
perior to that obtained by any other method. 
Keloids furnish another sphere in which the 
use of radium is attended with success. In cer- 
tain ‘types of tuberculosis, lupus erythematosus, 
syeosis vulgaris, intractable pruritus (as of the 
anus) and some other affections of the skin, 


result is su- 
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radium has proven of signal service to the 
dermatologist. 

In certain diseases of the skin 
alternative method to x-rays, 


it offers an 
while in a limited 
number of affections it holds a unique position. 

(Lantern slides of various diseases showing the 
results obtained from the use of radium were 
then exhibited by the author.) 


DISCUSSION. 


Dr. Arthur W. Stillians, Chicago: I think Dr. 
Simpson is to be particularly commended for his 
modesty and his conservative attitude in regard to 
malignant growths, especially. There is no necessity 
to speak of skin cases because we have seen the pic- 
tures. I want to emphasize the value of radium in 
malignancy and the duty the physician owes his 
patient to use every method that is efficient in com- 
Lating these malignant growths. The men who ad- 
vise against operation when it is indicated are just 
as culpable as the men who advise against radio- 
therapy when it is indicated. It seems to me that 
we cannot afford to take chances with malignancy 
any more than we can with dynamite. We ought to 
strain every nerve to get effectual results, and the 
best results I believe are gotten by a combination of 
the methods which we have, radio-therapy and opera- 
tion principally. I was glad to hear him mention the 
combination of radium and the x-ray in deep growths, 
because it seems to me reasonable that more can be 
obtained by combining these valuable methods. 

Dr. Brittin: I desire to express my deep personal 
appreciation to Dr. Simpson for this very valuable 
paper. To me it is a revelation. I think that we as 
u« society should feel under obligation to the doctor 
for bringing so clearly to our attention what can be 
done for what, to most of us, would appear to be a 
hopeless condition. 
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From the Department of Diseases of the Digestive System, 
Augustana Hospital. 


CHICAGO. 


This report is concerned with the study of 
five instances of from the stomach, 
occurring in young females during the menstrual 
cycle. In none of these cases, after most careful 
search at laparotomy, was it possible to demon- 
strate any gastric lesion. The five patients oc- 
curred in the last 1,274 cases presenting them- 


bleeding 
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selves for the elucidation of dyspeptic anomalies 
in our clinic; an incidence of approximately 0.4 
per cent. The series is reported to call attention 
to a peculiar type of gastrorrhagia, to emphasize 
the unsatisfactory results of surgical management 
and to attempt an explanation of the disorder. 

Periodic bleeding from situations other than 
the uterus has been noted frequently in the 
literature. With amenorrhea,-hemorrhage of the 
“true” vicarious type may occur from the rec- 
tum (Barrett), the nipples (Shear, Cleveland, 
Thornton, De Lee), the gums and gingival mar- 
gins (Allport, Frank and Ellis), the nose (De 
Lee), the lungs (Ford, Ventura), the mouth and 
lips (Hauptman, Larrabee), the ear (Lermoyez), 
the nose and bowels (Pfister), the umbilicus 
(Gardner), or into the skin (Barnes, Heitzman, 
Schechner, Gould and Pyle, Pringle and Adam- 
son). 

Periodic bleeding during menstruation may 
occur from tissues far removed from the pelvis. 
In this type there is never amenorrhea. The 
vicarious hemorrhages may occur at each men- 
strual cycle or may irregularly accompany the 
catamenia. These: “supplementary periodic 
hemorrhages,” as they have been called, may be 
noted from the lungs with or without pulmonary 
(Martinet), the breasts (Hancock, 
Hirschberg), the nose and gums (Walker, Hard- 
wicke, Allport), into the eye (Paget), the lips 
und tongue (Parvin), abdominal scars (Mc- 
Graw), in old lesions as of the skin (Pozzi), 
navel (Bloom), diseased nasal tissue (Patton), 
leg ulcers (Hooper, Galloway, or from gastric 
ulcers (Galloway, Giles). 

That group of cases in which vicarious or 
periodic bleeding occurs where some previous 
lesion already exists appears to be of especial 
significance. In this class the initial lesion is 
readily overlooked, particularly if it is in an 
internal organ and has given rise to no symp- 
Attention to lesion may be first 
directed by the appearance of a hemorrhage. If 
no symptoms appear between the menstrual 
periods, the bleeding may be styled “vicarious” 
instead of “supplementary” and the primary, 
local fault escape recognition and treatment. 

Inasmuch as bleeding from the stomach is not 
uncommon when associated with such diseases as 
ulcer, malignancy, trauma, gall stones, cirrhosis 
of the liver, leukemia, Banti’s disease, etc., 
authentic instances of periodic bleeding at the 


” 


lesions 


toms. such 
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menstrual cycle and at no other time are rare. 
When gastrorrhagia occurs, definite pathology 
must be looked for from the lips to the jejunum. 
Blood may be swallowed or regurgitated and later 
vomited. The possibility of deception must also 
be taken into consideration. Even should lesions 
be found in the stomach which are associated 
with hemorrhage only at the menstrual cycle, the 
condition is curious enough to excite more than 
ordinary interest. 

The five cases which we report below are clin- 
ically important because profuse gastrorrhagia 
occurred only at menstrual cycles; thorough 
surgical and medical exploration failed to dis- 
cover lesions of the alimentary tract or the lungs, 
blood vessels or hematopoetic system that would 
explain the hemorrhages, and from the fact that 
most carefully carried out surgical procedures 
gave little, if any, relief. 

The cases in detail are summarized as follows: 

Case1. MissR. Aged 28 years. Elgin, Ill. Trained 
nurse. Family history, negative. Personal history, 
always been nervous, always led very active and gay 
life socially. Denies venereal. Menses, 28-day type, 
regular; flows five to six days; abundant clots. Ex- 
tremely nervous at menses, much pain. Pasi history, 
appendectomy, age 15; gastro-enterostomy on account 
nausea and vomiting at age 16; marked pyloric spasm, 
but no ulcer or scar. Well to two years ago. Present 
trouble dates back two years; at menstrual period 
suddenly bled, vomited one pint of bright red blood, 
but did not faint. Since then at every third to fourth 
day of menstrual period has vomited from a pint to 
a cupful of bright red blood. Before hematemesis 
has excruciating abdominal pain, general, and then be- 
gins to feel “full” in the throat (true globus)—at 
times has almost suffocated. Throat feels tense; 
pharynx appears white or gray “as though she had 
swallowed lye.” In about two hours vomits red blood. 
Pain continues and has been relieved by 2 or 3 H. M. 
C. tablets. Between menstrual periods is absolutely 
free from pain and has never had a hemorrhage. On 
several occasions says she has bled from rectum dur- 
ing attacks. At onset of menses has much water- 
brash, pyrosis and feels as though throat were scalded. 
Urine, normal; swallowing, normal; bowels, very 
costive, for years; appetite, excellent between attacks ; 
weight, gained steadily for past 3 years. Physical ex- 
amination, well nourished, rosy cheeked brunette, en- 
larged tonsils, with infection; thorax, normal; abdo- 
men, scars of operation, seen between attacks; tender 
over gall bladder region; vaginal, uterus retroverted, 
right ovary enlarged and tender, chronic endometritis. 
Test-meal, free HCl 30, total acid 44, no 12-hour 
retention. X-ray, pylorus closed, g. stoma patent; 
stomach empties very rapidly, no irregularity in con- 
tour. Tender over gall bladder, peristalsis vigorous. 


Later, explored and stomach negative for ulcer. 
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Uterus replaced, ovary removed. No improvement in 
symptoms, etc. 

Case 2. Miss M. K. Housework. Aged 23 years. 
Family history, grandfather died of stomach trouble. 
Personal history, no acute infectious diseases, except 
scarlet fever and mumps as child. Present trouble, 
pain at regular intervals (menses) in epigastrium and 
abdomen generally, with vomiting and hematemesis. 
Duration, about three years. At menstrual pe.iod had 
sudden dull ache in pit of stomach, followed in few 
hours by profuse vomiting of coffee colored fluid; 
fainted. Pain had no relation to eating and not re- 
lieved by drugs. Vomitus tasted very sour; was well 
before menses ceased. Five times in the past two 
years has had recurrence of above picture; always at 
menstrual period. Last attack very severe and vomited 
blood and bile three times. Recently has had frontal 
and occipital headaches. Well between attacks. Bow- 
els, diarrhea in attacks and has noted tarry stools, 
bowels O. K. between attacks; appetite, good; no 
eructations or pyrosis; urine, negative; weight, 20 
pounds loss in last five months on account of rigid 
diet; strength, O. K.; no evidences of tuberculosis. 
Menses, 21-day type; considerable pain, flows four 
days, moderate amount. Hematemesis usually on sec- 
ond day. Operation, one year ago, appendix removed 
and gall bladder drained (no relief). Physical ex- 
amination, tired looking, “peaches and cream” type; 
throat, adenoids and tonsils; thorax, negative; abdo- 
men, scars, tender over gall bladder; rectum, uterus 
retroverted, endometritis. Test-meal, no retention, no 
pain after heavy evening meal. Free HCl 40, total 
70, no blood. Microscopic, many rods and cocci. Stool 
normal; Blood, hemoglobin, 75 per cent, reds 4,200,- 
000; whites, 6,500. Screen, esophagus, normal; habi- 
tus, enteroptotic, fishhook stomach, peristalsis vigor- 
ous, pylorus in spasm, duodenum negative, gastric and 
_ duodenal contour normal. No tenderness except over 
gall bladder region. Pylorus relaxed readily after 
atropin. Subsequent course, explored and no ulcer; 
gall bladder chronic inflamed, and ductus choledochus 
plugged; enlarged glands along common bile duct. 
Uterus retroflexed. Operation, cholecystectomy and 
uterus fixed. After course, relieved, but pain in 
stomach persisted and patient became addicted to 
opiates. 

Case 3. Mrs. B. A., Madrid, Iowa. Jewess, aged 
27 years. Housework... Past history, tonsillitis, gonor- 
rhea, many abortions. (Wassermann, negative.) Cu- 
rettage 3 times. Two years previous operation, gall 
bladder, and gastroenterostomy for possibly pyloric 
ulcer (ulcer not seen or felt but considered possible 
fissure in mucosa). Chronic dyspepsia with vomiting 
of blood at last of menstrual periods and headache. 
Present trouble, dates back 12 years; irregular dys- 
pepsia, characterized especially by very sour stomach, 
burning water-brash and epigastric pains; these espe- 
cially at menstrual periods. After operation two years 
ag> Was not improved. Began to lose weight one 
year ago. Seven months ago at menstrual period (2 
day) had severe general abdominal pains that were 
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soon followed by nausea and vomiting, about one pint 
of clear red blood. Felt better after initial fright, 
but afraid to eat for many days. Was treated for ul- 
cer. Well to just before next menstrual period when 
began to have aggravating sour stomach and A. M. 
nausea and just before noticed “show” vomited cup- 
ful of blood. Similar history with each succeeding 
menstrual period.- Would vomit blood from first to 
third day period, always preceded by epigastric pain 
and general abdominal distress. Has been afraid to 
eat and lost 37 pounds in past four months. Is very 
weak and very nervous. Bowels, very costive, hemor- 
rhoids; urine, normal; sleeps poorly, worries great 
deal; appetite, good desire at times, but capricious. 
Physical examination, flushed face, brunette, mucosae 
pale; enlarged tonsils, infected. Thorax, normal. Pa- 
tient moderately undernourished. Abdomen, tender 
all over, perhaps more so just above navel. Rectal, 
hemorrhoids, no fissures. Uterus in good position, 
but large. Pus tubes and cervix lacerated. Test-meal, 
No retention, no blood, 
many streptococci and staphylococci microscopically ; 
second meal, free HCl 0, total 18. Laparotomy find- 
ings, very thick stomach with velvet-like mucosa that 
bleeds easily on handling; no ulcers or fissures, but 
pylorus in marked spasm. Pylorectomy and uterus 
and tonsils removed. Pathologically, no lesion in 
pylorus or antrum. Subsequent, no improvement in 
symptoms and has had two hemorrhages since, both 
at menstrual period. 

Case 4. Miss H. G., aged 25 years. Nurse. Family 
history, negative. Past history, usual diseases of child- 
hood. Operation for appendicitis (1911) and adhesions 
of the bowels. Had left pleural effusion last June; 
night sweats, cough in evening, still hacking cough 
once in while. Rheumatism or neuritis in left arm 
and shoulder for two weeks last summer. Has been 
jaundiced sometimes when had stomach spells. Comes 
on suddenly, lasts 3-4 days. Dysentery at irregular 
intervals since before operation, usually early morn- 
ing diarrhea; clay colored stools when jaundiced; 
blood with attacks of dysentery. One attack of dys- 
entery with abscess of throat at same time. Menstrual, 
age 14, 4-5 days, irregular, two to three weeks inter- 
val. Very painful all of the time, scanty. Present 
trouble, always has had a “weak stomach.” During 
past five months, however, has had a definite type of 
dyspeptic disturbance, closely related to menstrual 
cycle. Just previous to catamenia feels restless and 
cold. As menses begin has “drawing sensation” in 
epigastrium and feels nauseated. Soon begins to retch 
and within a day of onset of menses vomits bile and 
blood. The blood is bright red, unclotted and varies 
in quantity from a cupful to about a pint. This gas- 
trorrhagia usually continues two or three days. After 
the first day it is painless and patient has no symptoms, 
but nausea and weakness. At the termination of 
menses, dyspeptic attacks cease. The above cycle has 
been regularly repeated at catamenia during past five 
months. Bowels, diarrheic attacks alternating with 
obstinate constipation. Diarrhea frequently accom- 
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panies menses. Has noted dark stools of late. Appe- 
tite, poor; weight, lost 20 pounds in past two years; 
habits, introspective spells alternating with extremely 
active social life. Physical examination, rather pale, 
restless female. Diffuse acne lesions. No petechiz. 
Knee jerks exaggerated. Irregular recognition of hot 
and cold stimuli on right leg and thigh. Sensations 
negative otherwise. Tongue, labial and lingual herpes. 
(Patient says such always appear coincidently with 
dyspeptic storms.) Tonsils, chronic infection with en- 
largement. Teeth, moderate pyorrhea and decay. 
Lungs and heart, negative. Abdomen, old, healed 
right-rectus scar. Kidneys moderately ptosed. Slight 
tenderness over gall bladder region, negative other- 
wise. Rectal, sphincter tight. Uterus in good position, 
but large and rather tender (patient just completing 
catamenia). Test-meal, slight 12-hour stagnation. 
Free HCI 0, total acidity 28; blood, positive. Micro- 
scopic examination shows excess of streptococci. Stool, 
altered blood, positive (Benzidin test). Fluoroscopic 
examination, oesophagus, normal; stomach of fish- 
hook type; greater curvature three finger breadths be- 
low navel, lesser curvature two finger breadths above 
navel; gastric contour normal; peristalsis vigorous; 
duodenum visualizes at once; stomach readily goes into 
“spasm. Tender area over gall bladder. When exam- 
ined after belladonna administration, stomach appears 
negative, but tender area over gall bladder region per- 
sists. Blood, hemoglobin, 75 per cent, R. B. C. 6,- 
400,000, W. B. C. 8,400. Differential count, small 
mononuclears 21 per cent, large mononuclears 3 per 
cent; transitionals 5 per cent, mast cells 2 per cent, 
polynuclears 69 per cent. Urine, sp. gr. 1013, 24-hour 
quantity 19 ounces; clinical and microscopical exam- 
inations negative. Subsequent history, patient had 
laparotomy performed and complete abdominal ex- 
ploration. Nothing was demonstrated but a “straw- 
berry” gall bladder. No benefit accrued from opera- 
tion and at last report patient was in a psychopathic 
hospital. 

Case 5. Miss M. O’C., aged 24 years. Family his- 
tory, negative, especially with respect to hemophilia. 
Personal history, has had chronic tonsillitis for sev- 
eral years. 
for abdominal pain, no relief. One year later had 
right ovary removed and had uterine fixation to re- 
lieve dyspepsia, nervousness and dysmenorrhea. De- 
veloped large keloid at site of second incision and 
later this had to be excised. One year ago, had py- 
lorectomy and posterior gastro-jejunostomy for re- 
lief of dyspepsia and gastrorrhagia. Never had ven- 
ereal disease. Habits, likes a good time. Present 
trouble, dates back about five years. Began with pain 
in epigastrium associated with dyspepsia. The attacks 
came on regularly at menstrual period, was well be- 
tween. Always had dysmenorrhea. Two years ago 
began to have severe epigastric cramps preceding ap- 
pearance of catamenia. These would persist until 
flow was well established—she would then feel nau- 
seated and several times bled so freely from the 
stomach as to faint away. Became very anemic, inas- 
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much as between menses could not gain sufficient blood 
to make up for amount vomited at catamenia. Twice 
bled from ears and once from rectum. Between 
menses was perfectly well but nervous. After almost 
fatal gastrorrhagia about one year since, laparotomy 
was performed. Thorough exploration was negative 
for any gastric lesion, but pylorectomy was done on 
“suspicion that a gastric fissure or small ulcer might 
be present.” Patient stood operation well—healed 
rapidly—but six weeks after operation as menses came 
on had violent hematemesis with bleeding from ears 
at same time. Since then has had three definite at- 
tacks of gastrorrhagia at menses—and at every cata- 
menia has had diarrhea and dark stools. Of late, has 
begun to vomit persistently, lose weight, become very 
nervous and weak. Physical examination, a high 
strung female of the chlorotic type. Reflexes exag- 
gerated. No anomalies of cutaneous sensation. Throat, 
chronic tonsillitis; neck and chest, negative; abdo- 
men, tense throughout. No areas of local tenderness 
palpable; rectal, uterus high and small. Tender over 
left adnexia. Blood, hemoglobin 80 per cent, R. B. C. 
3,200,000, W. B. C. 9,000. Coagulation time six min- 
utes. Wassermann, 0; urine, negative. Test-meal, 
12-hour retention marked, free HCI 0, total acidity 48, 
blood, positive (Benzidin). Microscopically a great 
excess of yeasts, with many small sarcinal and diplo- 
cocci. Fluoroscopic examination, stomach ptosed and 
greatly dilated. Deformed by pylorectomy and pos- 
terior gastro-enterostomy. Stomach goes into marked 
spasms so that gastro-enterostomy stoma is barely 
patent. It relaxes upon belladonna administration and 
upon manipulation. No local tenderness, but entire 
epigastrium is tender to even light touch. Subsequent 
course, patient placed on dietetic, hygienic and medic- 
inal treatment. Improved markedly, but has had two 
moderately severe hemorrhages at menses since (1% 
years). 

The case reports bring out the following facts: 

Patients’ ages ranged from 23 to 28 years. 

Type of patient: All the cases were of the 
volatile, hysterical class. In two instances stig- 
mata of hysteria (fluctuating alterations in cu- 
taneous sensation and emotional disturbances) 
were noted. 

Previous infectious diseases: Apart from one 
instance of gonorrhea and one of pleurisy with 
effusion, and the general presence of chronic 
tonsillitis, nothing of great importance was 
chronicled. 

Previous operations: From all the patients 
the appendix had been removed. All had had 
either cholecystectomy or cholecystostomy. Upon 
all some pelvic operation had been performed— 
fixation of the uterus, hysterectomy, ot removal 
of one or both ovaries and tubes. Two cases had 
been subjected to partial gastrectomy and pos- 
terior gastro-enterostomy. In no instance was a 
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gastric lesion proved grossly or microscopically. 
One patient had had posterior gastro-enterostomy 
on account of persistent pyloric spasm, without 
demonstrable ulcer or gastric lesion. One patient 
developed enormous keloids requiring resection. 
In no instance did cessation of symptoms or 
marked improvement follow operative procedures. 

Duration of presenting complaint gastric up- 
set: This was chronic in all cases. Its duration 
ranged from 5 months to 15 years. The average 
duration was 9.6 years 

Gastrorrhagia: In the most pronounced in- 
stance (Case 1) this sign had regularly appeared 
at every menstrual period for 25 months. In 
cases 1, 2 and 3 gastric hemorrhage had occurred 
at each catamenia for the last 5, 7 and 5 months 
respectively. In case 5 six hemorrhages had oc- 
curred at menstrual periods during two years. 
The quantity of blood lost was variously stated 
as being “a cupful” or “a quart or two” or suffi- 
cient to cause fainting and shock. The blood 
was always unclotted and usually described as 
being bright red in color. 

Dysmenorrhea was a characteristic feature of 
all the histories. It had existed from five months 
to rather more than two years. It was usually 
pronounced, often prostrating and always initi- 
ated or aggravated the digestive upset. 

Features attending onset of gastrorrhagia: 
The hemorrhages were always associated with 
abdominal, usually epigastric, distress or pain. 
Not infrequently the pain was so severe as to 
require opiates. It was commonly accompanied 
by belching, eructation of sour fluids or food 
mixtures and generally reached its height before 
the gastrorrhagia. Almost uniformly, the pain 
with bleeding appeared toward the end of the 


second day of the menses. It usually diminished’ 


after the initial hemorrhage, but some discomfort 
commonly persisted not only throughout the 
menstrual period but for days or a week or two 
afterwards. Several hemorrhages on the same 
day or on succeeding days were noted. Previous 
to the hemorrhages a tightness in the epigas- 
trium, chest or throat was complained of. In 
Case 1 this amounted to a sensation of suffoca- 
tion with dread of impending death. The mucous 
surfaces of the throat were actually seen to be 
swollen, edematous and of such a gray white 
color as to suggest a diphtheritic membrane or 
the effects of a local caustic, e. g., lye. In this 
case the dyspnea became so marked that on sev- 
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eral occasions tracheotomy was considered. The 
congestion usually subsided in a few hours, espe- 
cially if opiates were administered. 

Types of dyspepsia in the hemorrhage-free in- 
terval: In all cases the hyperacidity syndrome 
was noted. It was mildly persistent and became 
aggravated at the catamenia, or had occurred at 
infrequent intervals. Not infrequently, as will 
be observed below, high hydrochloric acid values 
were not noted in test-meal analyses. The dis- 
turbance very likely indicated painful pyloric or 
gastric spasm. 

Test-meal analyses: Persistent gastric stagna- 
tion existing more than eight hours was noted 
twice. The free HCl values ranged from 0 to 40, 
the total acidity from 18 to 70. In two instances 
Benzidin tests for blood were positive. Both these 
cases exhibited some degree of gastric stagnation. 

Stools: Benzidin test for blood was noted but 
once. In two cases obstinate constipation was the 
tule. In the three remaining cases diarrheic 
stools accompanied the gastrorrhagia or preceded 
it. In Case 5 diarrheic stools were constant at the 
menstrual cycle for two years, even when there 
was no gastric hemorrhage. 

Nutrition: The most marked instance of gas- 
trorrhagia (Case 1) had steadily gained weight 
for the past three years. The remaining four 
cases had lost from 15 to 40 pounds in from 6 
months to 2 years. The weight loss was usually 
attributed to dieting or to dread of eating lest 
hemorrhages should be precipitated. 

Blood examinations: In Case 5 a moderate 
grade of secondary anemia existed (Hg. 60 per 
cent.; R. B. C. 3,200,000, W. B. C. 9,000). In 
the remaining cases the hemoglobin ranged from 
75 to 90 per cent., while the red counts were 
practically normal. The stained smears revealed 
mild chlorotic anemia. 

Fluoroscopic examination: Using the barium 
sulphate opaque meal, violent pyloric or gastric 
spasms were observed in all the cases. These 
were so marked in the two instances where partial 
gastrectomy and gastro-enterostomy had been 
performed that the stomata to the jejunum were 
barely patent until antispasmodics (atropine, 
belladonna) had been administered. In none of 
the cases were lesions definitely indicating gastric 
lesions demonstrable. 

Urine analyses were negative in ‘all cases. 

Critical Comment—The above cases would ap- 
pear to emphasize the importance of recognizing 
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the possibility of bleeding from the stomach in a 
certain class of females of the hysteroid type. 
In view of the unsatisfactory results following 
the careless diagnosis of an organic gastric lesion 
(usually ulcer) it would seem that in all in- 
stances of gastrorrhagia occurring in females, 
careful inquiry should determine whether or no 
such bleeding were associated with amenorrhea 
or dysmenorrhea. Even though no demonstrable 
pathology was noted in careful exploration of 
the stomach or duodenum in the cases here re- 
viewed, it cannot be positively stated that minute 
fissures, ulcers or erosions did not exist. .One can 
state, however, that a much more dependable 
opinion regarding their non-existence can be 
given after careful exploration than when such 
procedure has not been carried out. Even should 
superficial erosions or fissures be present in cases 
of this class, their activity, with bleeding, at the 
menstrual cycle, and only then, is a feature well 
In such event the cases fall 
“supplementary 
French 


worthy of note. 
under the 
vicarious hemorrhages,” 
clinicians. 

Attention should also be directed to the pres- 
ence of chronic foci infection existing in all the 
cases here analyzed. Such foci were noted or 
had been observed constantly in the tonsils, appen- 
the gall bladder. 


classification of 
suggested by 


dix, ovaries and tubes, and 
While the eradication of such foci is highly desir- 
great improve- 


This doubtless 


able, yet our cases did not show 
ment following such measures. 
ceeurs because infection or toxic substances had 
already brought about changes in organs other 
than at their original site. 

Explanation of the Causation of Vicarious Gas- 
trorrhagia—At this time no positive explanation 
can be given. We suggest that two factors should 
warrant consideration: 1. The relationship of the 
glands of internal to the menstrual 
cycle. It would appear likely that the glands 
periodically liberate hormones which have a 
selective action upon the mucous membrane of 
the uterus and bring about congestion with 
succeeding physiologic hemorrhage. When for 
some cause (anomalies of uterus, tubes, ovaries) 
the mucous lining of the genitalia is unable 
to physiologically respond to its hormonal stim- 
uli, such hormones may periodically produce con- 
gestive effects upon other body tissues, prefer- 
ably upon those with a lining of mucous mem- 
brane. These congestive phenomena may result 


secretion 
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in hemorrhage at sites other than the uterus, 
either in conjunction with menstruation or with- 
Such anomalous periodic 
hemorrhages we then recognize as vicarious men- 
struation or “supplementary” bleeding. 2. The as- 
sociation of periodic congestion of mucous mem- 
branes with foci of infection. We have above 
commented upon the occurrence of local foci of 
infection existing in the tonsils, appendices, gall 
bladders, etc., of our cases. It is not unlikely, if 
we are to consider the work of Rosenow impor- 
tant, that the gastric mucosa is chronically the 
seat of infecting organisms. These may not be 
sufficiently potent to produce actual lesions, e. g., 
ulcer under ordinary circumstances. At the men- 
strual cycle two factors may modify conditions: 
(a) An increased local congestion of the gus- 
tric mucosa which may be only physiologic in 
degree, or in the presence of anomalies of the 
genitalia, may be excessive. In such event, in- 
creased congestion is closely associated with in- 
creased bacteriolysis with liberation of bacterial 
endotoxins. These locally liberated poisons may 
produce multiple, minute toxic bleeding erosions, 
after the fashion of those experimentally pro- 
duced in animals by Bolton. (b) In the absence 
of marked disorder of the genital apparatus, nor- 
mal menstruation may rob the body of protecting 
bacteriolysins. If local infection exists in the 
portal blood or in the gastric wall, at such time 
bacteria may rapidly multiply. If such bacteria 
are hemolytic cocci, their multiplication in the 
gastric mucosa may result in local damage to 
expithelial covering, with the production of mul- 
tiple erosions and hemorrhage. In instances of 
already existing gastric ulcer (giving symp- 
toms or symptomless) where gastrorrhagia has 
been noted only in connection -with the men- 
strual cycle, it is conceivable that local lower- 
ing of resistance by normal menstruation or 
added bacteriolysis by unphysiologic congestion 
may result in either added injury by excessive 
bacterial proliferation or as a consequence of lo- 
cally liberated bacterial endotoxins due to sudden 
increased bacterial destruction. 

Diagnosis—The periodic recurrence of gastric 
hemorrhage only during the menstrual cycle 
should suggest careful observation of the type 
of patient and of the character of the presenting 
(lyspeptic complaint. While in certain instances 
of vicarious or “supplementary” gastrorrhagia, 
lesions of the stomach that cannot be demon- 


out menstruation. 
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strated at laparotomy to eye or hand may exist, 
yet review of our series of cases carries certain 
warnings against hasty surgery. Even if gross 
lesion of the stomach should be found at laparot- 
omy, the prognosis with respect to cure is lim- 
ited. Search should be made for local foci of 
infection about the head and mouth and in the 
gall bladder and appendix. In all instances of 
periodic gastrorrhagia careful examination of 
the pelvic organs should be made. While in- 
stances of vicarious menstruation are recorded 
in which the genitalia are found to be normal, 
yet in all cases of this series some pelvic anomaly 
was found. 

Treatment—Our patients were of the hysteroid 
type. It would seem that measures toward the im- 
provement of the mental state are strongly indi- 
cated. Rest, change of occupation or environ- 
ment with avoidance of all forms of over-activity 
should be insisted upon. Physiologie stimuli 
to the pelvic apparatus sometimes is of service 
inasmuch as instances of vicarious menstru- 
ation are cited where the disturbance ceased 
following marriage and childbirth. Abnormali- 
ties of the genital apparatus should be corrected 
if such can actually be proved to exist. Indis- 
criminate operations should, however, be dis- 
couraged.: Local foci of infection should be early 
and thoroughly eradicated. 

With respect to the gastric anomaly, a care- 
fully conducted medical regime should be car- 
ried out before operative measures are consid- 
ered. Surgical procedures should be strictly lim- 
ited to the type of case in which gross abnormali- 
ties can be demonstrated. Medicinally, saline 
cathartics, antacid mixtures, belladonna, and to- 
ward the approach of the menstrual period bro- 
mides are indicated. In rare instances opiates 
may be required to relieve abdominal pain. They 
should be used with extreme caution on account 
of the danger of bringing about drug habit. In 
two of our cases, at least, the indiscriminate use 
of opiates resulted in the patients’ confinement 
to psychopathic hospitals. When infantile uterus 
or deficient ovarian tissue can be demonstrated, 
it would appear that a certain amount of ameli- 
oration of signs and symptoms may be secured 
by organotherapy. 

The treatment of the gastrorrhagia itself is best 
accomplished by hypodermatic administration of 
morphin, rest in bed, lavage of stomach with 
hot water, and in severe cases, by whole blood 
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transfusion or the éxhibition of large doses of 
horse serum. 
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DISCUSSION. 


Dr. Milton H. Mack, Chicago: Dr. Smithies has 
gone into this subject so thoroughly that he has not 
left much for any one of us to discuss. This con- 
dition is one of extreme rareness. In a number of 
years of gastro-intestinal work I can recall but one 
case in my practice, which I realize now was a condi- 
tion simulating this type. This was a girl of 24 or 
25 years of age, with gastrorrhagia at the menstrual 
period. She was of an extremely nervous and neuras- 
thenic type. Unfortunately, this case left the city be- 
fore I had opportunity to watch it for any length of 
time. I believe this is a condition which is the result 
of bacterial organisms, as has been suggested by Dr. 
Smithies. 

The question of thorough examination preceding any 
operative procedure is of utmost importance in all of 
these cases. I am not a great believer in operative 
procedures upon the stomach in cases of gastrorrhagia. 
The cases reported by Dr. Smithies show there was 
no gross lesion found and for that reason I believe the 
patient should be placed in the hands of the internist, 
and not in the hands of the surgeon. 
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The term malignant endocarditis has not yet 
become fully defined. At one time it may be ap- 
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plied to a condition commonly known as benign 
endocarditis, and at another to a grave and 
malignant condition which almost invariably ends 
fatally. It is the purpose of this paper to give 
a résumé of the cardinal factors of the malignant 
type of endocarditis. While it is well established 
clinically that there are two distinct types; one 
a benign condition tending to recovery, or per- 
haps in many instances from which recovery is 
complete, and which is often associated with 
rheumatism, chorea, gonorrhea, scarlet fever, 
measles, pneumonia, colds, and other conditions ; 
there is also unmistakable evidence that this 
milder type often merges imperceptibly into a 
rapidly progressing and fatal infection, generally 
known as malignant endocarditis. Most authors 
are agreed that these two types are one and the 
same disease, and differ only in degree. My ex- 
perience forces me to this view, and to substan- 
tiate it I wish to present the following thesis: 
T. J. Horder’ was perhaps one of the first men 
to properly understand the exact nature of the 
organism causing infectious endocarditis, and 
was successful in reproducing the disease in ani- 
mals, but the task of establishing the exact char- 
acter of this type of organism, and of differentiat- 
ing it from pneumococci and other streptococci 
was largely left to Rosenow,? who, in 1909, in 
conjunction with Billings,’ in a series of fourteen 
cases of endocarditis, recovered the organism that 
had for a long time been thought to cause .endo- 
carditis most often, and reproduced the disease 
almost at will in different species of animals. But 
in these papers the description of the organism 
was not so definite as we feel safe in making it 
today, and its characteristics varied from a 
staphylococcus to a pneumococcus, and thus in- 
cluded at least four distinct types of bacteria, 
which are as follows: Streptococcus hemolyticus, 
Streptococcus viridans, Streptococcus pneumoniz, 
and Staphylococcus. Notwithstanding the fact 
that an almost specific organism has been re- 
peatedly described in connection with various 
stages of infectious endocarditis, there is a com- 
mon feeling that the condition is bacteria free at 
times. And among the workers with large ex- 
perience Libman* may be mentioned as having 
described a “bacteria free stage” of chronic infec- 





1. Quart. Jour. of Med., 1909, ii, p. 289. 
2. Jour. of Inf. Diseases, 1909, vi, p. 245. 
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3. Chronic Infectious Endocarditis, Arch. Int. Med., 1909, 
p. 409-481. 
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tious endocarditis. While this is practically true, 
from a purely clinical standpoint, judging by the 
low percentage of positive blood cultures which 
have been reported, it must be conceded that this 
class of cases is gradually becoming smaller as our 
methods of investigation are becoming more per- 
fect and exhaustive, and, finally, but not of least 
importance, as our clinicians are becoming more 
persistent in their methods of seeking the etiology 
of febrile diseases soon after the onset, and dur- 
ing the early stages of the infection. Believing, 
as we do, that endocarditis is a secondary disease, 
it is quite reasonable that bacteria and the other 
evidences obtained from the blood may be most 
easily demonstrated during the peried of invasion 
and the early onset of the disease, just as ap- 
pendicitis and other pus conditions give most 
symptoms as the products of the focus of infec- 
tion are being released most rapidly into ad- 
jacent regions and to the action of the blood 
stream. The underlying principles governing 
endocarditis are, no doubt, similar to those de- 
scribed by Hektoen,° in a paper on the mechanism 
of recovery in pneumonia. He discussed the fac- 
tors which tend to free the blood of bacteria and 
thus make the percentage of positive blood cul- 
tures less as the disease progresses in the cases in 
which there is recovery. Similar evidence is 
accepted for typhoid fever in particular, and for 
many other infections. But, as is well known, in 
diseases in which organisms occur in the blood, 
and which proceed steadily or rapidly to a fatal 
énd, the organisms usually occur in increasing 
numbers up to death. Cultures, therefore, should 
be taken early after the onset of the infection or 
during periods of maximum invasion, before the 
destructive elements of the blood and tissues have 
appeared to a sufficient extent to overcome the 
invasion. If the condition is one in which chills 
are associated, the best time for examinations is 
during or just following the chill, for when 
metastases are well established fewer positive re- 
sults have been obtained, both from a tultural 
and leucocytic standpoint. It, however, must not 
be construed from the above generalizations that 
it is impracticable to take blood cultures 
during the course of an infection, and 
especially is this not true for endocarditis, as the 
heart lesions and other secondary foci, as infarcts, 
thromboses, and the original focus, all may con- 





5. Miechanism of Recovery in Pneumonia, with special 
reference to the crisis, pp. 254-257, Jour. A. M. A., 1914. 








tinue to act as points from which repeated in- 
vasion of the blood stream may take place. In 
endocarditis, as well as in other diseases in which 
we have a definite leucocytosis, it has been found 
that when the polymorphonuclear neutrophilic 
count is above 80 per cent positive blood cultures 
are most often found, 

Another fundamental bacteriological fact* for 
the proper appreciation of infectious endocarditis 
is that the various forms of streptococci tend to 
localize by some elective sense or affinity, and also 
that they may by mutation change their elective 
affinity, and that the streptococcus which causes 
endocarditis has a quite constant affinity for the 
endocardium and particularly for the endocard- 
ium of the valves. 

Quoting Rosenow’ again, in one of his more re- 
cent articles concerning the bacteriology of ap- 
pendicitis, he says that the evidence in favor of 
the view that a focus of infection in the tonsil 
(or teeth) is primary, and the infection in the 
appendix is secondary, is strong. The reverse, 
namely, that the bacteria in the tonsil are brought 
there by the blood stream, hardly needs to be dis- 
cussed, because the inflammation in the tonsil 
is most acute for some time previous to the at- 
tack of appendicitis. He states, further, that in 
the absence of foreign bodies, the results of ob- 
servation and experiment indicate that appen- 
dicitis commonly is a hematogenous infection, 
and that it develops when for some reason or 
other the organisms in the focus, usually strep- 
tococci, have acquired an elective affinity for the 
appendix, and at the same time gain entrance to 
the circulation. He further states that the re- 
sults bear out his theory that a focus of infection 
is to be looked on not only as the place of entrance 
of bacteria, but also as the place where they may 
acquire the varying affinities necessary to infect 
distant organs and tissues. 

These generalizations can be applied to many of 
the infections, and especially to those caused by 
some form of the streptococcus, and one of the 
chief points I wish to make in this paper is that 
endocarditis in, all of its form is an infection, 
the clinical picture of which may not necessarily 
be due to the endocardial lesions alone, but to the 
multiple lesions, which may be present throughout 
the body during the entire course of the infection. 





6. Rosenow, Jour. Amer. Med. Assoc., 1915, vol. Ixv, pp. 
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To substantiate this view, there is a vast amount 
of clinical and pathological evidence. Recently, 
Jackson*® has observed in connection with bacterial 
lesions in experimental streptococcus myocarditis 
that the endocardium was also involved. Bracht 
and Wachter have also shown that these condi- 
tions are often associated. Thus endocarditis 
must be regarded as a special infection which 
chiefly attracts attention from the standpoint of 
the endocardium, but that other tissues may also 
be involved. 

While various organisms have been associated 
with endocarditis, the most constant one is a 
streptococcus, and where most care has been taken 
it has most often been described as the strep- 
tococcus viridans, and in this paper no reference 
will be made to any other organism as causing 
endocarditis, for in the experience of the writer 
an authentic case caused by any other organisw 
has not been observed, though it is undoubtedly 
true that other organisms may be implanted in or 
on the heart valves, and thus cause endocarditis. 
I believe that this is true of the gonococcus and 
possibly of the staphylococcus. 

The atria of infection are varied, but are 
usually to be found in connection with the respi- 
ratory tract. The teeth, tonsils, nasal sinuses, 
bronchi and lungs are most often held account- 
able, though in about one-half of the cases the 
avenue of infection has not been determined. 
This is in part largely due to lack of care in his- 
tory-taking and to vigor of careful investigation 
for the various possible primary foci. 

The pathology of endocarditis is relatively 
simple and may be regarded as consisting essen- 
tially of a secondary infection with localizations 
in or on the endocardium. The primary infection 
may be located in a crypt of the tonsil, an alveolar 
abscess, pyorrhea, nasal infections or pneumonia. 
The endocardial lesions are inflammatory in 
character, and are most often found in the region 
of the valves of the heart, especially the mitral 
valves. This lesion is usually described as vege- 
tative from its appearance, and opinions vary as 
to whether it occurs primarily in or on the 
endocardium of the valves. But it is quite reason- 
able that the starting-point is in an implanta- 
tion of the etiological organism. Necrosis, fibrin 
deposits, organization, polymorphonuclear infil- 
tration, contractures, and loss of valve substance 
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may occur in the order of the usual inflammatory 
processes. Following the lesions of the valves and 
adjacent endocardium, the endothelium of the 
aorta and pulmonary veins nearest the heart and 
the chorda tendine are most often involved. 
When the endocardial lesions are established 
lesions throughout the body, usually a type of 
infarct, may be found. These may be located in 
the skin, kidneys, spleen, brain, lungs, or in any 
portion of the body where detached fragments of 
the valvular vegetations or organisms may be 
deposited. 'Thromboses of various arteries are 
common. The spleen is usually enlarged, and in 


old cases may show marked hyperplasia. Mesen- 
teric lymph nodes are often enlarged. Paren- 


chymatous degeneration of the various organs is 
constant in the fatal cases. 

The symptoms occur in the order named, and 
depend upon the variety of the infection, to- 
gether with its duration and the pathological 
changes which have taken place. The patients 
give a history of backache, headache, muscular 
pains, prostration, shortness of breath, chills, 
anorexia, restlessness, paralysis, aphasia, and loss 
of consciousness. Many of the cases are ambula- 
tory even after the streptococcus viridans is 
demonstrated by cultures made from the blood, 
but sooner or later in the fatal cases the patients 
are forced to bed and pursue a gradually declining 
course. 

The objective findings are few, and are often 
overlooked until comparatively late in the in- 
fection. Inspection is usually futile; palpatation 
and percussion may reveal a slightly enlarged 
heart, and especially if the valve is incompetent ; 
auscultation may or may not reveal a murmur 
or slight irregularity of the systolic sound. The 
patients are often cyanosed. The spleen is usually 
enlarged, and may be tender. The liver may also 
be similarly affected. Small petechial hemor- 
rhages may be found in the skin, conjunctive 
and mucous membranes. These usually occur in 
crops, or they may occur singly, and are often 
painful. Anemia is evident because of the pallor 
of the skin and mucous membranes. A slight 
yellowish discoloration of the conjunctiva may be 
present. The extremities may be edematous, and 
oceasionally the fingers may be slightly clubbed 
in chronic or benign endocarditis, which has ex- 
tended over a period of years. The temperature 
ranges between 99 degrees and 103 degrees, as a 
rule. It may be normal at times, however, and 
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again during a chill it may reach 104 degrees, or 
even higher. 

The laboratory findings are usually of most 
value from a diagnostic standpoint, for they give 
positive and constant evidence that the infection 
is of a pyogenic nature. The leucocyte count in 
nearly every instance is increased and ranges be- 
tween 7,500 and 20,000. It is most often around 
9,000 to 14,000. Cases with apparent leucopenia 
are also quite common, but where careful differ- 
ential counts are made it will be found that the 
polymorphonuclear leucocytes are relatively in- 
creased, and that this is a constant factor and 
varies directly with the clinical symptoms of the 
patient. The writer has never seen a patient in 
whom the differential leucocytic picture re- 
sembled that of typhoid or malaria, and it can 
usually be differentiated from secondary infection 
with tuberculosis; splenomegalia and myelogen- 
ous leukemia can usually be differentiated by the 
blood picture. The type of anemia is secondary. 
Blood cultures should be made during the height 
of the infection, and preferably just following 
the embolic showers. Large quantities of media 
containing glucose and ascitic fluid favor growth. 
The media may either be firm or fluid, and the 
temperature after inoculation should not be lower 
than 30 degrees C., or higher than 40 degrees C., 
though growths may be obtained in violation of 
this principle. On blood agar plates the colonies 
are small and have a characteristic green zone. 
The size of the colonies is smaller than that of the 
phneumococcus, which also have a green zone, and 
in bouillon they are usually first found as 
small spherical masses in the fibrin of the blood. 

The prognosis is most unfavorable when the 
organism is demonstrated by blood cultures. In 
my own series of positive cultures there have been 
no recoveries, but Dr. J. A. Capps has given me 
permission to report a recovery in his practice 
the organism having been demonstrated as pres- 
ent by Dr. Rosenow. I saw this patient on numer- 
ous occasions, and followed the condition of the 
blood and urine carefully. The leucocyte count 
was slightly higher than normal, and the polymor- 
phonuclear count often rose to 70 and even to 
80 per cent. Blood and casts were repeatedly 
demonstrated in the urine. The temperature 
ranged between normal and 101 degrees, though 
it was usually seldom higher than 99.8 degrees. 
This patient was treated energetically and sys- 
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tematically with rest, nourishing food and 
sodium cacodylate and alkalies. 

Another case of equal interest to the above is 
one that I have recently seen with Dr. Mix at 
Mercy Hospital. This case is of especial interest 
because of the history extending over a period 
of sixteen years, with multiple and varied evi- 
dence of embolic processes occurring at different 
times throughout this period, and because of the 
present intensified picture of grave endocarditis. 
This patient has given three negative blood cul- 
tures, during the present attack, one of which 
was made by the writer. In this instance 20 c.c. 
of blood was obtained and divided by placing in 
ten different culture media containers, the com- 
bined media consisting of about 600 c.c., part of 
which contained agar, and also 1 per cent glucose. 
The differential leucocyte count at this time 
showed 76 per cent polymorphonuclear leucocytes. 


The following short history is given: The patient 
is sallow, emaciated and entered the hospital because 
of pain in the right side and in the epigastrium. He 
states that all the members of his family have fre- 
quent bronchial coughs. He has had the usual dis- 
eases of childhood, and at the age of ten years had 
rheumatism, which was followed by endocarditis, at 
which time he remained in bed one month; at fourteen 
he was confined to bed for two months; at twenty, 
for one month, and again at twenty-six for a short 
time, but was not able to work for four or five months. 
This attack was preceded by quinsy. He does not re- 
call having had tonsillitis previous to the other at- 
tacks. 

The present trouble began in August, 1915. He 
was awakened with a severe pain in the upper right 
quadrant of the abdomen, and was relieved by two 
hypodermics, but on the following day a soreness was 
felt over this region. In the latter part of November 
he began to have night sweats, and in December found 
that he had a temperature that reached 100 degrees. 
He continued to work, but after a few days experi- 
enced a distinct chill, which was followed by still 
another in a few days more. Early in January he 
began to vomit his meals, had a bronchial cough, and 
was somewhat icteric. On January 10 he came home 
with pains in both sides of the chest, and with a 
temperature of 103 degrees. He was in bed ten days. 
His temperature gradually disappeared. The cough at 
this time cleared up in one week, and at no time did 
the sputum show blood. He went to work for two 
days, but came home with acute arthritis, which has 
not yet disappeared. This forced him to bed for ten 
days, and then he went to Hot Springs, but while 
taking the baths grew worse and was again confined 
to bed with a temperature reaching 102 degrees in the 
afternoons. During this period he had two severe 
chills. He arrived in Chicago, February 26, with a 


severe headache which had lasted for two days; and 
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on February 29, had a violent chill, and developed 
another severe pain in the right upper quadrant. The 
leucocyte count was 20,000 at this time. During March, 
April and up to the present time his condition has been 
rather uniform, although he has had repeated evidence 
of embolic showers during this period, as manifested 
by petechial hemorrhages in the skin and under the 
nails, blood and casts in the urine, aphasia, hemiplegia 
and drowsiness approaching coma. At the present 
time the patient’s apparent condition is much im- 
proved, Auscultation, however, reveals a systolic mur- 
mur, which the patient says he has had since the first 
attack at ten years of age. 

The most essential element in the treatment 
of endocarditis is absolute rest in bed. When 
precordial pain is present, or when the action of 
the heart is rapid, an ice-bag should be applied 
over the heart. This treatment, however, should 
not interfere with the patient’s comfort in any 
degree. Sleep should be insisted upon, and 
sedatives should be given when necessary. Next 
important to rest is food. This should be care- 
fully selected from the standpoints of nourish- 
ment and ease in digestibility. The intestines 
must be kept free from constipation by proper at- 
Anti-rheumatics may be given if rheu- 
matism is present. Sodium cacodylate seems to 
be of value. Cardiac stimulants should usually 
be avoided. Coffee and small doses of digitalis 
may, however, be given. 

The specific treatment consists of vaccines and 
serums, but the results have not been very en- 
couraging. Combined administration of vaccines 
and serums has also been of little avail. This 
is the most promising field of treatment, but as 
yet a potent specific vaccine or serum has not 
been found. 

In connection with endocarditis the most im- 
pottant thing to be remembered is prophylaxis. 
And even after the onset all possible foci of infec- 
tion should be sought and corrected as far as 
possible. 


tention. 


SUMMARY. 


1. That endocarditis in all forms is a hema- 
togenous infection, with localizations in or on 
the endocardium primarily. 

2. That it is usually fatal when the organ- 
isms are demonstrated in the blood. 

3. That prophylactic treatment and rest give 
best results. 
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DISCUSSION. 


Dr. C. Martin Wood, Decatur: I have here a his- 
tory which I thought might be interesting in connec- 
tion with this case, as it shows the close relation be- 
tween chorea and rheumatism, scarlet fever and endo- 
carditis. 

This was a girl who, when I first saw her in 1901, 
was 9 years of age. At that time she had had scarlet 
fever. During convalescence from the scarlet fever 
she had chorea and a short time after that she had the 
first sign of an endocarditis which was made apparent 
by the heart murmur. Three years later she had 
follicular tonsillitis for several days and the systolic 
murmur was more plain at that time. She had some 
dyspnea then, showing that endocarditis was probably 
present. Then, in 1905, a year later, she had fever for 
several days and pain around the cardiac region. One 
year later, after a period of uninterrupted good health, 
she had an attack of rheumatism. When she re- 
covered from the rheumatism the incompensation be- 
came more apparent. From that time on, for a year, 
she had frequent attacks of recurrent endocarditis 
and incompensation untill her death in 1907. 

There, over a period of six years, were these at- 
tacks, subsequent to the scarlet fever and the chorea, 
thus showing the relation of these diseases with some 
streptococcic infection. The thought came to my mind 
whether the whole condition of this child was not due 
to a lack of immunity against the germs of that type; 
whether, if early in the course the vaccine treatment 
might not have been of benefit; but in those days that 
was not so much used and it was never tried in this 
case. 

Dr. Daniel Eisendrath, Chicago: There are two 
conditions which call for a differential diagnosis : 

First, an infection of the kidney without any local- 
izing sign, which pointed to the kidney as the source 
of the infection. 

One case which I would like to report at this time 
is that of a young girl, 18 years of age, who in the 
third week of her puerperium began to have chills 
and fever. Following that her temperature would 
drop for a day or so and she began to be more septic, 
and one of our most competent internists after going 
over the case thoroughly concluded it was a case of 
septic endocarditis, and felt very positive of his diag- 
nosis. The kidney was considered. It was not tender 
to the touch; it was not enlarged; there was no ordi- 
nary sign pointing to the kidney. I asked permission 
to cystoscope this patient, and upon doing so, found 
evidences on one side of the bladder or of the ureter 
of an infection of the kidney and securing his permis- 
sion te do some lavage of the renal pelvis, we did 
that on two occasions at intervals of two days, and 
the temperature dropped after 10 days of continuous 
chills and fever—that in every way resembled a typical 
case of malignant endocarditis and the blood cultures, 
of course, were negative in this case. After this 
treatment of the renal pelvis of which I have spoken, 
the temperature dropped and remained down. That 
makes the second case of that kind where very excel- 
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lent medical men have made a diagnosis of malignant 
endocarditis. Those are the cases where the infection 
reaches the kidney through the blood current or 
where it comes upward from the bladder. 

We are now beginning to know that the infection 
in women can reach the kidney through the lymphatics 
of the broad ligaments and then up the ureter without 
involving the bladder at all; so it explains a good 
many of these cases of puerperal infection of a mild 
degree, and a severe degree of infection of the kidney 
proper. 

Another class of cases which were diagnosed as 
malignant endocarditis and found not to be such, are 
cases of infection of the biliary tract where we have 
the old type of what is known as Charcot’s inter- 
mittent fever, irregular chills, fever and sweating, 
that is, the characteristics of malignant endocarditis, 
and of cholangitis, catarrhal or mildly suppurative. 
Those are cases where there is an absence of absolute 
positive signs. It is simply a matter of exclusion, 
that you have to consider the liver; and by drainage 
of the common duct and the gall bladder, those things 
get well very promptly. 

Dr. Samuel Munson, Springfield: Some years ago, 
at the meeting of the American Medical Association 
at Atlantic City, I heard Dr. Solis Cohen make the 
statement that every child that had joint pain or pain 
and fever should be put to bed. 

It is of great importance that children with fever 
and any symptoms of pain should be put to bed. A 
child I saw one afternoon had some pain in the knees 
and the next morning I found a true endocarditis, 
ftom which the child succumbed within a few days. 
Recently, a child with a sore throat was treated by the 
mother for about a week and when I saw the child 
with acute ear symptoms, symptoms of otitis media 
within 24 hours after the ear symptoms, the child 
was voiding almost pure blood from the kidney. This 
was a case where I expected we would have the 
symptoms of endocarditis, but fortunately we did not. 

But one cannot tell in any of these infections of 
children when you may have endocarditis, and the 
important thing in these cases is that these children 
should at once be put to bed. 

Dr. A. H. Baugher, closing the discussion: Vigor- 
ous efforts should be made to diagnose this condi- 
tion of endocarditis, and the most positive factor is 
the positive blood culture containing the streptococcus 
veridans. Associated with, and of aid in causing us 
to seek, this condition is the high leucocyte count, with 
a high polymorphonuclear count, and when possible, 
certain clinical symptoms. 

The differentiation noted by Dr. Eisendrath is of 
especial interest and requires great care and skill, 
especially in regard to the functions of the kidney; 
and the cases of biliary fever also offers some diffi- 
culty in diagnosis. But when all the cardinal symp- 
toms of these various diseases are considered, there 
is usually something which points towards a definite 
diagnosis; proof of which can be presented by the 
various methods of diagnosis. 
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THE MANAGEMENT OF EMPYEMA IN 
CHILDHOOD.* 


A. Merritt Mitier, M. D., 
DANVILLE, ILL. 


Empyema is one of the grave surgical lesions 
of childhood. Its frequency and high mortality 
justify consideration by internist and surgeon 
alike. Whatever improvement we may expect in 
this high mortality must come from prompt and 
radical measures following an early diagnosis. 
Its morbidity, in addition to the mortality, has 
been a disappointment to surgeons. All types, 
from the chronic: empyema with large granulat- 
ing surfaces, to the small persisting sinus, are 
the indisputable price of early indecision or delay. 

The reason for its chronicity is largely mechan- 
ical. Although this lesion may last for months 
or years it is seldom tuberculous. While tuber- 
culosis often is the cause of adult empyema, its 
frequency in childhood places it last in etiology. 

There seems to be little, if anything, of con- 
genital or acquired malformation contributing 
to the etiology of empyema. 

The great majority are secondary to some exist- 
The 
pneumococcus, however, is not alone in its pro- 
duction. More careful bacteriological examina- 
tion of fatal cases shows an increasing number 
due to streptococci. Whittemore has pointed out 
that the streptococcus is present in about fifty 
per cent. of cases coming to autopsy. As a fac- 
tor, aside from the bacteriology, we have to con- 
sider the sanitary surroundings of these cases as 
a contributing element. It is essentially a disease 
born of poor hygiene and malnutrition. 

Dealing with a rigid thoracic cage of varying 
contents, we have a mechanical problem in addi- 
tion to the toxic. The anatomical characteristics 
of childhood readily lend themselves to deformity 
from neglect in active treatment. Soft tissues 
give way before constant pressure, and bony de- 
formity involving not only the thorax but also the 
spine are nearly constant in unrelieved cases. 

No period of childhood seems exempt from 
pleural infections. Losee (J. R.) has record of a 
child two days old showing streptococcus bacte- 
riema and empyema at autopsy. Two other cases 
are cited, one on the seventeenth day, the other at 


ing inflammation, usually post-pneumonic. 


“Read before the sixty-sixth annual meeting of the Illinois 
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five weeks. About fifty per cent. occur during 
the first five years, during which period mortality 
runs high. In children under one year it is at- 
tended by a frightfully high death rate. Indeed, 
those under twelve months seldom recover under 
any management or method of treatment. 

Diagnosis is important and does not depend 
upon a single sign, symptom, or procedure ex- 
cept the use of an aspirating needle. Sometimes 
when the usual physical evidence is insufficient, 
and the operator gets a “dry tap,” the location of 
pus may be determined by the x-ray. This should 
not be relied upon as a routine, nor to the ex- 
clusion of physical methods. Its greatest use will 
be found in those encapsulated pockets between 
lobes or to determine the presence of pus in un- 
usual locations. The value is only relative since 
a thickened pleura without pus may lead to er- 
roneous interpretation of plates. Modified re- 
spiratory sounds together with a waxy pallor and 
emaciation explain the error of confusing it with 
tuberculosis. 

The curative treatment of empyema is dis- 
tinctly surgical, which contemplates the removal 
of pus and pleural exudate. This is sometimes 
urgent as combined toxic and mechanical mani- 
festations render it none other than a real sur- 
gical emergency. So impelling is the need for 
early removal of fluid to relieve cyanosis and air 
hunger that puncture with aspiration must often 
be done and radical procedures reserved for more 
favorable operative conditions. With young chil- 
dren puncture will relieve tension and should be 
done without an anesthetic. This must not, how- 
ever, be accepted as the final and curative effort. 
It is distinctly an emergency procedure ; resection 
is the cure. Those who argue for puncture alone 
must have a delightful disregard of the real 
pathology or of the patient. I grant this simple 
puncture is right if you will tell me which cases 
have and which do not have fibrin. The infected 
pleura throws out large quantities of fibrin which 
collects in lumps too large for aspirating. 

Concerning anesthesia this should be said—the 
nearer it approaches analgesia the better, since 
the coughing reflex must not be abolished. Cough 
will force out large lumps of fibrin, loosen light 
adhesions, and expand the lung tissue by change 
in atmospheric pressure. Sudden lung expansion 
followed by the patient’s collapse is a cherished 
delusion not based upon facts. 
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Ingenious valves and aspirating devices have 
found transient favor with operators. The use of 
a skin flap is right in theory and operative for a 
period of 24 to 48 hours. After that time, how- 
ever, owing to infiltration with leucocytes and 
edema, its valve action ceases. This may be 
said of all: When a portion of a rib is removed, 
as it should be, the cavity opened, positive pres- 
sure is present; no mechanical appliance lends 
itself to change this pressure till expansion takes 
place. With sufficient opening and proper drain- 
age this will be accomplished. My own prefer- 
ence is for-the simple, self-retaining rubber spool 
found in any drug store or shoe store. It is cast 
in one piece, just enters the cavity, and answers 
every need. This presents a flat surface over 
which dressings of sterile gauze may be placed 
without causing discomfort incident to the tube 
secured by a stitch. The sloppy pus dressing 


forms a more nearly perfect valve than most of 
the special devices for this purpose. Posture will 
accomplish all we hope for by the use of irrigat- 


Fig. 1. Rubber Spool (two-thirds actual size). 
ing fluids; pleural lavage has lost favor with 
most surgeons. 

Proper management cannot ignore medical 
post-operative attention. It should be conducted 
with the utmost care. Of the greatest impor- 
tance, particularly at this period, is an out-of- 
door convalescence. To sunlight and sanitation, 
not to surgery alone, belongs the credit of many 
recoveries. Bear in mind we have a general sep- 
sis; sunshine and fresh air will do more to bring 
about a cure than any amount of medication with- 
in doors. The value of this as a therapeutic 
measure has recently been emphasized by Markoe 
and by observations of Crile. 

508 The Temple. 


DISCUSSION. 


Dr. Frederick Dyas, Chicago: Dr. Miller has right- 
tully said that the persons must have a deplorable dis- 
regard of the true pathology of empyema when they 
believe the condition may be cured by simple puncture, 
when one realizes that in these cases which go to 
post-mortem the pleura is frequently from % to 1 
inch thick, then it is easily understood that a simple 
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puncture will be of no avail in curing such a condi- 
tion. The anesthetic is a very important part of the 
procedure. This is particularly true in the empye- 
mas which are the result of a recent pneumonia. We 
are all familiar with the acute muscular changes 
which occur in the heart as the result of acute infec- 
tion. A death from an anesthetic while a patient is 
in this condition is very easy; therefore, in practically 
all these cases the rib resection may be done under 
local novocain anesthesia. I have done it repeatedly 
in the cases of small children, especially in the County 
Hospital. 

In those cases which are no longer acute, in children, 
it is necessary to provide drainage at the lowest 
possible portion of the cavity. This portion may be 
ascertained in a number of ways. One way is by 
introducing an olive-tipped sound, and another way 
is by the x-ray, having first packed the cavity with 
a barium-soaked gauze. The introduction of fluid 
containing bismuth or barium is not sufficient because 
the level of the fluid will change with the position of 
the patient. Another method is by the cystoscope. 
This, however, has not been satisfactory. Beck's 
bismuth paste has, of course, here a field of useful- 
ness after the cavity has been narrowed down. I 
believe, however, in the hands of those not familiar 
with its use, it has frequently resulted in considerable 
harm because it is introduced into the cavity too early, 
into cavities which are too large, and has been allowed 
to remain and the patient will either get a damming 
back of all the infectious material or will get bismuth 
poisoning. 

The methods which are used for the cure of these 
chronic cases are, first of all, the Williams opera- 
tion, which provides for the resection of a number 
of ribs anteriorly and posteriorly and allows a portion 
of the chest wall to sink in; the Estlander operation, 
which provides for the removal of two or more 
ribs; the Schede operation, which is still more exten- 
sive and practically removes all the ribs on one 
side and thereby allows the collapse of the thickened 
pleural walls, and the Fowler-Delorme procedure, or 
the decortication of the lung. This is a dangerous 
procedure because of the resulting hemorrhage and 
the air fistula which may result from it. Robinson, 
of the Mayo Clinic, has recently published a paper in 
which he does rib resection and sews into the cavity 
large muscle flaps obtained from the latissimus dorsi 
muscles, thereby filling up the cavity and thus satisfies 
those conditions which are necessary for the healing of 
2 septic cavity, namely, its obliteration. 

William R. Parkes, Evanston: In the consideration 
of the management of emypema in children we may 
well regard it from two standpoints; that of the 
general practitioner and, secondly, from the surgeon’s 
point of view. The medical man sees the patient 
from the beginning of the disease with all its com- 
plications or accompanying lesions, such as peri- 
pneumonia, cardial, myocardial or meningeal involv- 
ments, single or multiple abscesses of the lungs, and 
severe constitutional evidences of infection such as 
apathy, coma, typhoid state, weak heart and high 
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The medical man sees here a very sick 
patient with grave prognosis. Mortality in these 
zcute cases is high, not only on account of the 
cmpyema, but also on account of these various com- 
plicating lesions. The surgeon, on the other hand, as 
a rule, sees the litthe empyema patient in the course 
of the disease when it has weathered the course of 
the storm of the acute infection, the empyema re- 
maining long after the other foci of infection have 
cleared up. Even now, though the patient shows signs 
of air hunger, loss of flesh and strength, is anemic 
and cachectic and runs a septic temperature, the prog- 
nosis is decidedly more favorable.. In fact, if the 
patient is more than a year old surgical treatment 
promises a high percentage of cures. 

Infants under one year, with empyema, are de- 
cidedly poor surgical risks. Nevertheless they are 
dependent upon the surgeon for what relief can be 
given. Early diagnosis of empyema is, of course, very 
important and followed by proper drainage often pre- 
vents grave complications and fatal results. When 
one is uncertain as to the presence of empyema the 
exploring needle usually clears up the diagnosis and 
should be used as soon as any clear suspicion is 
aroused. Early needling the chest does no harm and 
often saves days of watchful waiting for decisive 
physical findings. The x-ray, too, is at our service 
and when used in connection with physical and clini- 
cal findings is quite dependable as an aid in making 
an accurate diagnosis. 

The treatment, as Dr. Miller said, is surgical. But 
as to the time of operation, | am in accord with 
those who prefer to delay radical operation until the 
very acute inflammatory process has subsided and the 
attending complications are somewhat under control, 
as severe sepsis, diarrhea or other unfavorable symp- 
toms contra-indicate any operation of sufficient grav- 
ity to add shock to the patient. 

Aspiration of a considerable portion of the fluid 
with a large needle or trochar as a tentative measure 
is indicated to tide the patient over until able to 
survive the more radical, curative drainage. 

As to the operation of choice in children, while no 
definite rule can be followed, the advice to puncture 
only or simply incise in infants under one year, and 
to resect in older children, in each case using tubular 
drainage, seems to me very rational. 

As to the methods of drainage: When simple 
puncture and drainage without rib resection is per- 
formed, the syphon drainage attachment greatly facili- 
tates the cure. It avoids the daily soakings of the 
cressings with offensive pus, assists in the expansion 
of the collapsed lung, and thus shortens the con- 
valescent period. 

After operation the patients should be allowed out 
ot bed and out in fresh air and sunshine as soon as 
possible in order to improve their general health. 
Any nasal obstructiens should be relieved and the 
tonsils and adenoids be removed to develop deeper 
and better breathing. Exercises of the muscles of 
respiration as by blowing soap-bubbles or the use of 
Llowing bottles, should be encouraged. 


temperature. 
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Dr. C. M. Wood, Decatur: I think this operation 
of simple incision with tubular drainage should be 
done by the general practitioner. I have done many 
and have seen a good many more empyemas operated 
on in young children and have never seen one yet 
that failed to get well with simple incision and tubular 
drainage and I think the reason may be because it 
has been done earlier and there has not been so much 
delay and waiting to take the child to a hospital in a 
distant city, or something of that kind. 

Of course, in cities, where the children are in poor 
physical condition, it may be necessary to do a rib 
resection, but if you get a case early I think resec- 
tion of a rib in a child is very seldom necessary and 
if it needs to be done it can be done later. 

Dr. Miller, closing the discussion: I think there is 
nothing about these cases that the general practi- 
tioner cannot handle since he sees the case so early 
and resection may be done at a time when the child is 
in good physical condition. They should, however, 
act promptly. 

I do not feel that mere puncture with the insertion 
of a tube is sufficient. Not infrequently a tube of 
soft rubber pressing against the child’s rib will cause 
a small area of necrosis which will be quite slow in 
healing up. That may exist for a number of months 
when the child is apparently cured of the empyema. 
I have seen such cases. 

Concerning the anesthetic, that is a question where 
we may differ. In hospitals the local. anesthetic can 
perhaps be used more often than in the home. The 
parents will object just a little bit to the pain to which 
the child is subjected by the local anesthetic. Person- 
ally, I see no objections to using no anesthetic at all 
in puncturing these cavities or in giving a very small 
quantity of the anesthetic, providing analgesia and not 
anesthesia is produced. 

Concerning the use of syphons and other appliances 
such as Dr. Parkes has mentioned, I feel that they 
are not necessary. They will not cure and will not 
change the atmospheric pressure in the lungs suffi- 
ciently to expand the lung tissue. The use of syphons 
is not practicable in most homes. 





X-RAY INTERPRETATION.* 
Frep 8. O’Hara, M. D., 
SPRINGFIELD, ILL. 
FOREWORD. 


If a dreamy-eyed citizen, with a riot of luxur- 
iant hair, and black rimmed nose-glasses fastened 
to his person with a yard of mourning ribbon, 
were to stand before this assemblage and offer to 
instruct his audience so that in a fortnight each 
and every one of you could enter an art gallery 
and pick out the Whistlers, Sargents, Boden- 
hausens, Corots, Titians and Rembrandts, you 


*Read before the sixty-sixth annual meeting of the Illinois 
State Medical Society at Champaign, May 17, 1916. 
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would be justified in assuming the position of 
doubting thomas-cats. I believe you will accept 
it as an axiom that such ability would accrue only 
from years of study and application; and even 
then, unless the student possessed that indescrib- 
able something (for sake of illustration let us 
term it “Art Hormone” or “Art-Ferment”), all 
training would be inadequate. 

In the time at our disposal, we will lay siege 
to a subject that is far more complex than the 
most erotic-dream of the king of the cubists; a 
subject wherein the correct interpretation of 
light, shadow and half-tone may spell life or 
death of a part, a member, or of the entire body. 

In this tabloid course, I trust that omissions 
may receive absolution and that commissions may 
be condoned. 

During the two decades since the discovery of 
the x-ray, its uses have become so varied that 
there are but few Roentgenologists who attempt 
to cover the entire field. X-ray men in the larger 
centers of population have chosen portions of the 
field in which to specialize, but in the smaller 
cities, of fifty thousand and less, the Roentgen 
worker must be a “master specialist.” 

To intelligently consider the subject of “Inter- 


pretation” in an essay to which is allotted fifteen 
precious minutes, it is essential that the subject 
be subdivided and that we consider only that por- 
tion of it in which we can come to some realily 
definite understanding in the time at our dis- 


posal. Incidentally, we should consider some 
phase of the work that will be of interest to the 
profession at large. 

Let us exclude “screen” work, inasmuch as it 
deals with the thoracic and abdominal viscera. 

For like reason let us pass over the subject of 
interpretation of thoracic and abdominal plates. 

With the same idea, it will be necessary to ex- 
clude from this essay that work which is being 
done upon the cavities in the cranium and upon 
the teeth. Interlacing as they do, with the special 
work of “ear, eye, nose and throat” and dentistry, 
they will be taboo at this time. However, we 
must not forget the recent investigations concern- 
ing the causes of various arthrites and infectious 
processes in the joints, and the relation of the 
teeth to the general system ; the pathology at the 
roots (or as the dentists would say, “apices”) of 
these teeth is shown only through aid of the 
Roentgen ray. 

To intelligently express an opinion concern- 
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ing the interpretation of an x-ray plate, the most 
essential appurtenance is experience. I have seen 
an absolutely normal skiagraph of the hand inter- 
preted under oath (and with honest intent) as 
caries of all the articular ends of the bones. I 
have known of an extensive operation upon the 
tarsal bones being performed under the guidance 
of an over-exposed x-ray plate that showed noth- 
ing abnormal save a beginning arthritis. I do 
not question the honesty of purpose of everybody 
concerned, but I sadly regret that the mellowing 
“tincture of time” was not added to the x-ray 
knowledge disclosed in the interpretation of those 
plates. 

Experienced x-ray workers do not hesitate to 
confess that the average skiagraph contains a 
mine of information that is unexplored. We are 
valiantly scratching the surface and carefully 
examining everything dug up, but time has been 
too short to permit us to know all there is to be 
known about this negative light and its shadows. 
When the Roentgen ray attains the age of the 
microscope there will be a better story to relate. 

Like the larger number of people today, who 
are unable to distinguish the difference between 
a twenty thousand dollar painting and a fifty dol- 
lar copy, so it is with the interpretation of a 
Roentgengram. Only by years of training does 
it become possible to interpret the light, shadow 
and half-tone that go to make an x-ray picture 
of the existing pathology. 

In order to get somewhere in these fifteen 
minutes, we had better make a start, so let us take 
up interpretation of the long bones. The spongy 
expanded ends of these bones, due to their lighter 
structure, cast darker shadows upon the plate 
than do the more compact bone-shafts. The com- 
pact tissue is easily differentiated from the can- 
cellous; and the medullary canal has about the 
same x-ray density as the ends of the bones. In 
the normal bone, the periosteum is x-ray con- 
tinuous with the compact tissue; not infrequent- 
ly, however, the only clue to solution of continuity 
of the osseous structure is found in a buckling or 
break in the periosteal line. 

In ordinary fracture, the break is readily vis- 
ualized in the Roentgengram, but there is won- 
derful opportunity to show the condition as less 
or more serious than it actually exists. In tue 
knowledge that the closer to the part rayed is the 
x-ray tube, the greater will be the distortion, un- 
less the pathological condition be directly beneath 





142 


the anode of the tube, it is imperative that when 
raying a fracture, the target of the tube be at 
least thirty inches from the plate, to avoid distor- 
tion. This distortion may be overcome in a sec- 
ond way. Make a plate of the part under sus- 
picion and by its guidance make a second picture, 
this time with the anode of the tube directly over 
the point of interest. In passing, let it be sug- 
gested that in the wrist, elbow, ankle, knee, 
forearm and leg, two plates, at right angles, 
should be taken, unless the exposure be stereo- 
scopic. 

Stereo-radiography is the process that will give 
a true delineation of conditions. Two pictures 
are made, the part being kept immobile, whilst 
plates are changed and the tube shifted 2% 
inches at convergent angles. After the plates are 
finished they are placed in a Wheatstone stereo- 
scope and studied. All x-ray pictures show length 
and breadth, but the stereo-Roentgengram, prop- 
erly made, will give the third dimension of thick- 
ness, granted that the observer has two eyes. 
There is no other single procedure that will give 
so much information concerning the human body 
as will the stereo-radiograph. All things being 
equal, it is the ideal x-ray procedure, but even this 
requires experience and study for its exact inter- 
pretation. 

The x-ray diagnosis of tumors, cancers, ero- 
sions, exostoses, caries and many other bone con- 
ditions has surely passed that stage where it will 
need a champion in an audience of representative 
medical and surgical men. The bismuth paste, 
and even without artificial aid, the constant im- 
provement of x-ray apparatus, plates, and technic 
has made the pin point localization of destructive 
processes a matter that is far from guesswork. 

In each and every problem of today, be it 
small or large, is an element that is of paramount 
importance. That element is the personal fac- 
tor. No man can master the entire field of medi- 
cine and retain his mental poise. The old saying, 
“It takes nine tailors to make a coat” may be 
brought up to date in the words, “It takes several 
doctors to make a diagnosis.” ‘This is a day of 
specialization. Each and every one of us have 
power to do some thing or things better than “the 
other fellow.” Happy and fortunate is he who 


finds his niche, realizes the value of his find, and 
sticks, to it. 
The Roentgenologist occupies an unique place 


in the medical world. Take a good photographer, 
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a first-class electrician, a knowledge of optics, 
good mechanical skill, some knowledge of chem- 
istry, a vast amount of patience and a preliminary 
training of the “isms” and “ologies” that make 
up a medical course, and you have the foundation 
of an x-ray worker. 

But when we come to the final word in the in- 
terpretation of an x-ray plate, at this day and 
date, the very best and safest advice to give to the 
internist and surgeon is: Kuow your Roentgen- 
ologist. If he is a reasonably sober; capable and 
scientific man, let him do your x-ray interpreta- 
tion. Fit his findings with yours and those of 
your assistants, and out of all make your diag- 
nosis. 

DISCUSSION. 

Dr. Frank Smithies, Chicago: This paper of Dr. 
O’Hara is very timely in calling attention to some of 
the impossibilities of the work. He has covered a very 
broad field, certainly much broader than I am in any 
way capable of discussing, but it seems to me, after 
being closely in connection with the interpretation of 
x-ray work for some years, first of all it is quite 
essential that we drop the term “Roentgenologist” 
with respect to the man who does the work, if we 
are in any way to get the most out of the work done. 
It has been said that the term “Roentgenologist” ap- 
plies to a disease and not to a profession, and some- 
times, from the various forms of interpretations of 
x-ray work that are given to the medical profession 
I must say that this term is not a misnomer. The 
man who does x-ray work must, first of all, be a real 
doctor; he must not only be able to recognize disease, 
but to know pathology and to know the limitations 
and the recognition of pathological conditions by 
means of shadows. If he goes at the work from this 
point of view there is a strong probability that he 
will be a useful citizen in his professional community, 
but if he goes at it with the idea of being able to de- 
termine all kinds of ills by means of modified electric 
light, he is going to be a harm in his community. At 
least that is my impression. Unfortunately, nowadays, 
the general practitioner has become sort of self-hypno- 
tized with regard to what we can do by means of 
x-rays, so that it has led to the referring of a lot 
of patients to the x-ray man for almost impossible 
things. 

The bulk of the diagnoses that are to be made upon 
sick patients have to be made by the doctor a long 
way removed from x-ray operatives. 

It seems to me that in the elaboration of the com- 
mercial pushing of the various mechanical devices 
there is a temptation to forget, and the good old 
method of stripping and examining the patient and 
looking at him, from the standpoint of a doctor and 
not from that of a mechanician, is gradually being 
lost. It also seems to me that not only is the pro- 
tession being harmed, but patients are being harmed. 


(Continued on page 150.) 
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Editorials 
THE NEW RULING IN THE HARRISON 
LAW. 


The recent circular mailed to physicians from 
the Collector of Internal Revenue calls attention 
to a new ruling to the effect that “a physician 
may prescribe, administer or dispense only for the 
immediate needs of a patient; and in the case of 
an addict or habitue he may prescribe only in a 
legitimate effort to effect a cure. Prescriptions 
written for this purpose must show a decreasing 
dosage and must bear the endorsement that they 
are written for an addict in an effort to effect a 
cure. Under no circumstances is a physician per- 
mitted to prescribe or dispense narcotic drugs to 
an addict for the purpose of permitting him to 
indulge his cravings for the drug.” 

There is not a reputable physician in the 
United States who does not approve of effective 
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common sense legislation of the sale of habit 
forming drugs. But the legislation thus far 
brought forward and the interpretation put upon 
it by laymen in the Treasury Department have 
been drawn and interpreted with such evident 
disregard of the practical problems of drug ad- 
diction (through ignorance or otherwise) and the 
whole proposition up to now has partaken so 
strongly of the flavor of a police measure directed 
against drug addicts and the medical profession 
that it is not surprising the antagonism of the 
physicians and the intelligent laity is surely mak- 
ing itself felt. 

The law is in its main intent a wise and unob- 
jectionable piece of legislation, but the admin- 
istrative ruling where narcotic adminidtration is 
continued, “that constant reduction of dosage is 
regarded as evidence of good faith” is a reflection 
on medical teaching and demonstrates an insuf- 
ficient understanding of addiction disease and its 
rational handling. 

The underlying or basic element in the nar- 
cotic drug problem is a definite disease entity 
within the body of the drug addict. This disease, 
like every other disease, is complicated and vary- 
ing in its individual manifestation, making each 
case a law unto itself, which accordingly must 
be studied by the physicians and treated as 
pathological and symptomatic conditions arise. 

The latest ruling by the Internal Revenue De- 
partment makes it impracticable and dangerous 
for the average reputable medical man to have 
anything to do with. narcotic addicts. 

In enacting anti-narcotic legislation Congress 
seems to have centered its attention upon the 
mere taking of narcotic drugs; it has attempted 
to control by legislation the possession and use 
of narcotic drugs with too little study and appre- 
ciation of fundamental facts. It failed to ap- 
preciate the extent to which legislation would 
affect the thousands of upright, innocent and 
worthy addicts who do not possess the fundamen- 
tal characteristics of the class against which it leg- 
islated. In other words, it legislated against all 
addicts as addicts, instead of appreciating that 
different classes of addicts present entirely dif- 
ferent problems and require entirely different 
handling. 

In the light of our present knowledge there is 
not and cannot be a routine specific treatment for 
this disease, therefore, when the revenue depart- 
ment sees fit to read into the law an arbitrary in- 
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terpretation, and issues a ruling that will restrict 
and limit the physician in his efforts to treat the 
addict, we believe that the ruling will and should 
meet strenuous objections from everybody who 
has the interest of an addict at heart. 

Unduly restrictive legislation has failed to re- 
lieve the situation and further unduly restrictive 
legislation will only increase the complexity of 
the problem’and add to the present burden. 

Illicit traffic in narcotic drugs and the condi- 
tions surrounding it have not diminished or im- 
proved since the passage of the narcotic laws. 
This has surely not been due to lack of restric- 
tion upon the medical profession in general. 
Quite the opposite has been the case of many ad- 
dicts. Denial of drug supply by physicians in 
fear of the law has driven the wealth addict into 
hasty and insufficiently investigated specific and 
routine cures—and the poorer addict into the 
underworld and illegitimate sources of supply. 

Before we have any new interpretations and 
further legislation regarding narcotic addicts a 
campaign of enlightenment should be conducted. 
Those who are handling the legal and lay aspects 
of narcotic addiction need education. Until the 


community provides competent and adequate 


medical care for its narcotic addicts and accords 
to the honest physicians protection as well as re- 
striction, the illicit traffic will continue and grow. 

Laws to accomplish the greatest good and cause 
the least needless hardships or inconvenience, 
should be drawn and rulings interpreted by those 
who have a broad and comprehensive knowledge 
of drug addiction and its associated problem. 
Any interpretations of the law arbitrary in na- 
ture and immature in character which place re- 
strictions on a physician’s judgment or sets a 
limit as to how, when or in what quantity he shall 
administer narcotic drugs, or lays down definite 
or routine rules for the management of a patient 
afflicted with a disease into which many factors 
enter, is a presumption of superior medical 
knowledge on the part of laymen which is not 
justified and cannot be tolerated. 

Physicians, as a rule, are afraid to treat an 
addict. The druggists are afraid to fill prescrip- 
tions when written by the physicians for nar- 
cotics. The addict must have his drug ; his bodily 
need demands it; his diseased condition demands 
i, so long as he has this awful disease. He knows 
of no place where he can be cured, no place where 
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he can go with any certainty, or even hope of re- 
lief. 

Such a situation tends to drive the honest and 
deserving patient to the widely advertised cures, 
into the underworld, to the insane asylum or to 
suicide. The handling of the problem of the 
underworld supply is not going to be solved by 
too restrictive legislation of the honest physician. 
Erroneous, impractical and arbitrary rulings by 
the Internal Revenue Department which make it 
practically impossible for the honest physician 
to be connected with and conscientiously care for 
a case of narcotic addiction are a boon to charla- 
tans and shysters and the illicit underworld 
traffic. 

The ultimate solution of the problem of drug 
addiction should be in the hands, exclusively, of 
medical men and any legal restrictions which 
drive the care of the addicts out of the hands of 
honest medical men simply postpones the day 
when this ideal may be consummated. 

To one who has watched the trend of the times 
it is definitely apparent that there is a well de- 
fined movement on foot, all over the United 
States, to impose many limitations on the prac- 
tice of medicine. It is time that medical men 
protest and show to the public the unfairness and 
dangerous tendencies of such legislation, other- 
wise a large number of laws are sure to appear on 
the statute books in the near future the purport 
of which will be to impair the usefulness of the 
practitioner and impose hardships and dangers 
upon the sick and suffering. 

Unfortunately medical men do not concern 
themselves sufficiently with legislative matters 
even when their own rights and interests are in- 
volved. 


INFANTILE PARALYSIS. 

Grave concern is felt throughout the entire 
country over the continued spreading and in- 
creasing of infantile paralysis. During the last 
six or eight years this disease has appeared in 
various localities in this country with markedly 
bad results. An epidemic of rather large pro- 
portions and strikingly bad results appeared a 
few years ago in northern Minnesota. In this 
epidemic a rather large proportion of young 
adults were attacked, which resulted in many 
fatalities and many permanent cripples. It ap- 
peared in other states in epidemic form soon 
after, 
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At the time of these various outbreaks perhaps 
a sufficiently strict quarantine has not been main- 
tained. The laity have not been thoroughly 
informed of the dangers of contagion or of re- 
sults, and have not been made to realize that they 
also have a duty to perform in regard to con- 
tagious diseases. The ignorance expressed by 
people who are not afraid of contagion should no 
longer be tolerated. The day has passed when 
Johnnie should be allowed to visit his playmate, 
Jimmie, while the latter is ill. 

People should be taught in a more emphatic 
way that children are,much better off while out 
in the open air, away from the crowds. It is 
neither. necessary nor desirable that children 
should be allowed evening after evening in a 
crowded theater. 

Still, after all precautions are taken that are 
practicable, this disease may flare up where least 
expected, which demonstrates that we know little 
concerning it, and our scientifle workers must 
keep on the alert. They must work out some 
manner of destruction for this disease. Until 
our laboratories can tell us more about the 
malady it behooves every physician to be espe- 
cially careful that he passes no case by unsus- 
pected and thus endangers other children. 

We cannot resist comparing this disease with 
the outbreak of the “foot and mouth” disease in 
cattle, which menaced the live stock industry of 
this country. Within thirty days after the out- 
break a rigid quarantine had been enforced in all 
of the states likely to be involved. The govern- 
ment became active in the eradication of the dis- 
The several states left nothing undone to 
wipe out the infection, and large amounts of 
money were spent in freeing the country from it, 
with a result that within eighteen months not a 
single case was left in the United States and not 
an outbreak has occurred since. 

The inactivity of our government in epidemics 
of infantile paralysis and of other diseases affect- 
ing humanity would indicate that our live stock 
interests are of greater moment and of greater 
value than the lives of our babies. 


ease. 





STATUTE OF LIMITATIONS IN ACTIONS 
FOR MALPRACTICE. 
Rosert J. Fotonie LL, B., 
CHICAGO. 
Two opinions of great importance to the pro- 
fession have been recently rendered by the 
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Supreme and Appellate Courts of Illinois. Stat- 
utes of Limitation, so-called, are legislative enact- 
ments limiting the time within which actions 
may be brought in court; upon written contracts 
the term is ten years; upon unwritten and im- 
plied contracts, five years ; injuries to the person, 
two years. In actions against those in con- 
tractual relations alternative right to sue in con- 
tract or in tort (negligence) often exist, thus: 
A street car company injurying a passenger may 
be sued in contract for breach of the implied 
contract to carry safely, or in tort for the injury ; 
likewise, a physician in case of a claim of mal- 
practice may be sued upon his implied contract 
to treat with prudence and skill, or in tort for 
negligence. 

Many suits have been instituted in the past 
against physicians for claimed malpractice, after 
expiration of two years, in form contract. There 
being no express decision upon the subject a phy- 
sician seeking advice has been uniformly advised 
that five years from cessation of attendance must 
be treated as the term of limitations until our 
courts settled the question. 

The Illinois State Medical Society, in a suit 
for malpractice, raised the question and secured 
a decision from the Appellate Court for the 
Fourth District holding that the provision bar- 
ring claims for injuries to the person is con- 
trolling and bars recovery in two years, irrespec- 
tive of the form of action. I regard the securing 
of this decision the most notable. achievement of 
the Medico Legal Committee since its organiza- 
tion. To our extreme gratification, the Supreme 
Court has since delivery of this opinion affirmed 
the same rule in a suit presented by a street car 
company.* The rule may now be asserted with 
reasonable confidence that an action for civil 
malpractice, except in case of infants, insane per- 
sons, etc., is barred in two years after the treat- 
ment complained of ceases. To obviate unpleas- 
ant notoriety of the physician whose case was 
used to test out this question the title of the case 
in the Appeliate Court is withheld. 





DOCTOR COTTON. 


Dr. Cotton is dead. It is easy to say, and hard 
to realize. But he is dead. Did you know him? 
Did you ever sit under his ministrations? Then 


*Handtoffski vs. Chicago Con. Tr, Co. (not yet reported), 
Supreme Court of Illinois, 
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Doctor Cotton 
is dead, but not before he had solved life’s mys- 
teries for himself, as each of us must do. When, 


you loved him as I loved him. 


on July 12, after a brief indisposition, he rounded 
out almost his three score years and ten he had 
been at work right up to the last day of his long 
and busy life, and literally died, as he had wished 
to die, with his boots on, quietly falling asleep in 
his own arm chair. 

Indeed, the evening before his death he had 
made an appointment to examine a child with 


ALFRED CLEVELAND COTTON, M.D. 


heart trouble at the very hour when he, himself, 
succumbed to the same affection. 

The held at the Warren 
Avenue Congregational Church, with a large 
audience of his friends and patients in attendance 
and amid a wealth of floral beauty, were pe- 
culiarly impressive. 


funeral services, 


The eloquent and scholarly 
address of his pastor, Dev. Dr. Jenkins, rightly 
laid special emphasis upon Dr. Cotton’s remark- 
able personality. To come into casual contact 
with him was to feel the largeness of the man, the 


irresistible force of his mind and character, To 
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know him intimately was a liberal education in 
itself and a charming experience. 

The manner of his passing was, in a measure, 
significant of the dominance of his spirit. In spite 
of evident failing heart and labored respiration, 
which he had experienced for some days upon 
slight exertion, the vigor of Dr. Cotton’s mind 
was unimpaired almost to the last hour; his old 
time humor, his wonderful memory, his rich 
imagination and his unselfish thoughtfulness were 
with him to the end. 
last repose of death, his noble features seemed in 


And so, as he lay in the 


sleep; he would surely open his eyes and speak 
to us in familiar, measured words, every one 
worth while. Who of us can ever forget that 
voice of his, so remarkably rich, that explosive yet 
melodious laugh, punctuating his contagious hu- 
mor, and all those little mannerisms of facial ex- 
pression and gesture—the smile of his eye, the 
Who of 


us shall ever forget the delight of his reminis- 


way he carried his magnificent head ? 


cences or the worth of his opinion and advice 
where wisdom was the need? Was there ever u 
man more fearless than he in his loyalty to what 
he considered vital truth and justice, or more un- 
selfishly loyal to his friends? 
are these memories of him that I must thus di- 


So strong upon me 


gress from his funeral day to the man that shall 
His 
expression to a friend was genuine, right out of 
His 


stimulating, dignifying and ennobling. 


always live with those who knew him well. 


the marrow of his spirit. influence was 

Following the brief service, led by Dr. Jenkins, 
Dr. Cotton’s comrades of the G. A. R. paid gen- 
uine tribute to his patriotism. At Graceland 
cemetery, Masonic ceremonies conducted by Gar- 
field lodge, of which he was a member, fittingly 
concluded this burial service in honor of a man 
who will be sadly missed by a large circle of pa- 
tients to whom he had ministered. The memory 
of him will be cherished by a host of students 
whom he had taught, and by men and women 
Among medical 
men of Chicago and its vicinity there is none 


with whom he came in contact. 


other so widely popular and beloved as was Dr. 
Cotton. This fact is a splended monument in 
itself. 

No one of us can fill the place of any other 
man, however humble. Each leaves his own im- 
press upon his time, even as his individual thumb 
print is the symbol of his peculiar personality, 
indelibly different, all his own, But this is par- 
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ticularly true of the man who towers above his 
fellows in the bigness of his personality. The 
subtle combination of gifts and graces with which 
the Almighty endowed Dr. Cotton raised him high 
_ above us in personality and ability, yet he de- 
lighted in the level of his common fellow men. 
Fortunate are we who have enjoyed his fellow- 
ship and his friendship. This is not the place 
for a biographic sketch. Those who are not al- 
ready familiar with the details of his life and 
official relations can find an extended sketch of 
him in the of the Historical 
Encyclopedia of Illinois, published in 1915. And 
it will interest his friends to know that he had a 
recent photograph taken at Walinger’s Studio, 37 
South Wabash avenue, Chicago. It is unusually 
fine, as perpetuating the smile and alert expres- 
sion which he often turned upon us in conversa- 
tion. As it looks down at me from its frame 
upon my office wall, I am in good company. 
Artruur M. Corwin. 


second volume 





JAMES WHITCOMB RILEY. 


James Whitcomb Riley, poet laureate of the 
common people,—year, and of all American peo- 
ple—is dead. His Mortal Yet 
Riley will live in the hearts of Americans forever. 


Sun has set. 


No man in this country was so universally loved, 
and no man has so entered the hearts and lives 
of his people. He was very dear to the hearts 
of boyhood. Riley was averse to the present day 
hustle and bustle. He believed people should 
enjoy life in simple and natural ways. Could his 
ideals of life and living be carried out, certainly 
the advancing mortality rate of adult life would 
be reduced. Who among us can read “Knee Deep 


he Old Swimming Hole” and not 


> coy 


in June” or 
wish for a day in which to get back to nature. 
If we took to heart more of his teachings, old 
age might somewhat be deferred. 





T. B. NOTES. 


There is no definite dosage in the use of tuberculin. 
Each case must be separately studied and tuberculin 
tolerance noted from the clinical picture. 

The x-ray is one of our best aids in the diagnosis 
of tuberculosis in children, especially of the bronchial 
glands. 


CORRESPONDENCE 


Correspondence 


Manila, P. I., June 16, 1916. 

To the Editor: Vhe February number of the 
ILLINOIS MepicaL JourNAL reached me but a 
short time ago and I was greatly interested in 
the article, “The Etiology and Prophylaxis of 
Cancer,” written by Dr. H. Byford, under whom 
I had the pleasure to study. 

A few years ago—antebellum—I had an op- 
portunity to do some work (in Germany) along 
the line of etiology of cancer. From what I was 
able to gather during these investigations it 
seems to me that the importance of associating 
the ovary and the testicle with cancer formation 
has been sadly overlooked. Among the many 
cancer cases which I had an opportunity to see 
there was hardly a case in which a history of an 
injury, a diseased, etc., testicle or ovary was 
lacking. 

In the matter of geographic distribution of 
cancer it is an important fact that there are 
more cancer cases among those people where 
there exist more diseases and injuries, etc., of the 
reproductive than where these reproductive con- 
ditions do not exist. Likewise, the cities show 
more cases of cancer than does the country. 

That the reproductive glands are responsible 
for cancerous growths is clearly shown by the 
existence of chorionepithelioma and cancers from 
parthenogenetic development. 

What is true at one time or place may surely 
be true at another, and there is strong reason to 
believe it. 

It is very possible that ovarian or testicular 
reproductive cells under certain conditions gain 
When once in the 
circulation they are carried along until they are 
destroyed by the white blood cells, die or are 
arrested in their journey by some cause. 

Arresting the journey of the gland cell or cells 
affords them an opportunity to come in contact 
with young cells in the area where circulation 
has been impaired. 

This contact permits the gland cell to exert its 
peculiar stimulating influence upon the cell it has 
victimized and an increase in reproductive power 
follows. 

The cancer growths are more or less of a tissue 
change of the tissue whose cells were victimized. 
The tissue first formed being nearly normal in 


access to the blood circulation. 
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nature, it very soon (with or without the con- 
stant and persistent abnormal condition present 
in the tissue when the gland cell found lodg- 
ment), due to the inherent proliferative qualities 
of the gland cell, becomes overstimulated to a 
more than normal multiplication. 

This forced cell multiplication at first gives 
off a cell of an almost normal nature but finally 
it deteriorates and degenerates into a rapidly 
multiplying cell of a modified or different nature, 
which is a true cancer cell. 

The factors which determine a cancer localiza- 
tion are the virulence of the attacking gland cell, 
the susceptibility of the victimized cell and the 
destructive action which the white blood corpus- 
cles are able to inflict upon the gland cell or new 
cell formation. Very respectfully, 

Lr. O. HANSEN, 
Baguio, P. I. 





Public Health 


INFANTILE PARALYSIS. 

On account of the continued prevalence of in- 
fantile paralysis in New York the State Board 
of Health, while urging sanity and calmness, is 
rigidly scrutinizing every suspicious case occur- 
ring in Illinois and has taken several important 
steps to prevent the spread of the disease. 

The rules and regulations of the Board relative 
to the reporting, placarding and quarantining 
cases of anterior poliomyelitis were amended on 
July 11 to conform with the latest information 
in regard to the disease and several special rules 
and regulations have been issued and put imme- 
diately into effect. 

Under the provisions of these new rules, local 
health officers are required to notify the secretary 
of the Board at Springfield, by telephone or tele- 
graph, of any case of actual or suspected polio- 
myelitis in his community and this report by wire 
must be followed forthwith by a letter giving all 
possible details of the case. 

Railway companies entering the State have 
been instructed to report to the State Board of 
Health the arrival of all children from New York 
or from any other infected point. The railway 
companies are complying with this regulation and 
the service is being made more effective on ac- 
count of the cooperation of the health commis- 
sioner of the City of New York, who furnishes 
information as to the destination of children leav- 


August, 1916 


ing that city. Upon receipt of notice that a child 
has arrived in any Illinois community from i- 
fected territory the Board promptly notifies the 
local health officer under whose jurisdiction the 
child has come. 

Through a special order, issued on July 18, it 
becomes the duty of the parent, guardian, host 
or person having the custody of any child arriv- 
ing in Illinois and who may have been in Greater 
New York within thirty days prior to his arrival, 
to report the presence of the child to the local 
health authorities. All children who have arrived 
in the state from New York within thirty days 
prior to July 18 must be reported to the local 
health officer within 24 hours and all children ar- 
riving after July 18 must be reported to the local 
health officer within six hours after their arrival. 
It then becomes the duty of the local health of- 
ficer to examine or cause to be examined all chil- 
dren so reported and to keep them under ob- 
servation until thirty days after their departure 
from New York. In case of any illness among 
these children, isolation is required until a 
definite diagnosis shall have been made. 

The State Board of Health has also issued a 
warning, urging that better baby contests and 
other affairs bringing large numbers of children 
together shall be delayed until after all danger 
of spreading poliomyelitis is past. 

Following its policy of widespread publicity as 
the best means of preventing communicable dis- 
ease, the Board has recently issued a circular on 
infantile paralysis for general distribution. This 
circular bears date of July 20, and contains all of 
the information on the disease published up to 
that time, including the statements presented be- 
fore the New York Academy of Medicine on 
July 13. 

Referring to the hundred or more cases of 
poliomyelitis which have been reported in Illinois 
since the beginning of the New York epidemic, 
the circular says: 

Definite knowledge regarding a communicable dis- 
ease robs it of most of its terrors. If we add to our 
fear of the disease the elements of uncertainty and 
mystery, we have a combination which is singularly 
disturbing. If our knowledge of infantile paralysis 
were more complete and satisfactory, it is very doubt- 
ful if its presence would occasion the concern that it 
has within recent months. * * * Many cases which 
are mild in character so closely simulate other more 
common and less serious conditions that their nature 
is not determined until the appearance of newspaper 
accounts centering attention upon epidemics in other 
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localities. As an after thought, physicions often recall 
doubtful cases which must have been those of polio- 
myelitis. For several years past, it has been observed 
in Illinois that, when epidemics have been reported in 
other states by the public press, numerous cases, previ- 
ously unreported here, are brought to light. Not in- 
frequently these cases have passed through the active 
stage and some of them occurred weeks or months be- 
fore. It is more than likely that their nature would 
not have been determined at all were it not for the 
centering of public attention upon the subject 
through alarming epidemics elsewhere. 

Thus it is seen that the reports of cases in various 
localities which follow the announcement of epidemics 
elsewhere are not necessarily indicative of impending 
catastrophe. Such reports merely indicate the extent 
to which the disease ordinarily prevails. They indi- 
cate that infantile paralysis is endemic in many com- 
munities. 

e628 


With the report of every case of actual or sus- 
pected poliomyelitis in the state, however, a rigid 
investigation has been carried out by the state 
epidemiologist or by one of the district health of- 
ficers and, at the close of business in the offices 
of the State Board of Health on July 30 there 
had been reported and confirmed 113 cases of the 
disease distributed among 60 localities. 

While cases have been reported from almost all 
sections of the state, three localities seem to be 


marked by an unusual prevalence of the disease. 
In that section within twenty-five miles of 
Cherry there have been seven cases; within twen- 
ty-five miles of Decatur there have been reported 
twelve cases, and within twenty-five miles of East 
St. Louis thirteen cases have come to the atten- 


tion of the board. On account of these reports, 
parents are advised not to travel with children 
unnecessarily in these communities. 

So far, the reports from the various counties 
have been as follows: Adams, 1; Alexander, 2; 
Bureau, 1; Champaign, 2; Christian, 1; Clinton, 
2; Coles, 1; Cook, 38; DeKalb, 1; Edgar, 1; Ef- 
fingham, 1; Ford, 1; Franklin, 2; Fulton, 1; 
Hardin, 1; Irogouis, 1; Jo Daviess, 1; Johnson, 
1; Kankakee, 1; La Salle, 6; Lee, 2; Macon, 2; 
Macoupin, 4; Madison, 1; Moultrie, 3; Ogle, 3; 
Perry, 1; Piatt, 5; Putnam, 2; Saline, 1; St. 
Clair, 12; Stephenson, 2; Vermilion, 1; White- 
side, 2; Will, 1; Winnebago, 1, and Woodford, 2. 

There have been six deaths in this group of 
cases, or a mortality of about 5 per cent. Of these 
cases, 76 per cent have occurred among children 
under five years of age and they have been almost 
equally divided between the two sexes. 
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HEALTH SURVEY OF CUMBERLAND 
COUNTY. 


Beginning on August 7, there will be a health 
survey of Cumberland county which promises to 
be one of the most complete sanitary and health 
investigations ever made of any community. This 
survey will be carried out jointly by the State 
Board of Health and the United States Public 
Health Service and it is stated that the federal 
government is prepared to expend $6,000 on the 
project. 

The Cumberland county study will be carried 
out very intensively to serve as a model for such 
investigations in the future and the citizens of 
that county will profit enormously by the fact 
that that particular section was chosen. Cumber- 
land county was selected, first, because it is a 
rural county representative of the average Illinois 
county and of the average mid-western agricul- 
tural county. It is far enough south to offer 
many of the sanitary problems common to south- 
ern Illinois and far enough north to present many 
of the problems of the north section of the state. 
Cumberland county is also a relatively small 
county, making it possible to complete the survey 
in a relatively short period of time, and yet to 
cover the field very thoroughly. 

This survey will be under the immediate di- 
rection of Dr. C. St. Clair Drake, executive of- 
ficer of the State Board of Health, and of Dr. 
L. L. Lumsden, acting for the United States Pub- 
lic Health Service. 





THE ILLINOIS PUBLIC HEALTH AND 
WELFARE ASSOCIATION. 


The Illinois Public Health and Welfare Asso- 
ciation, an organization which has been contem- 
plated for several years, was organized at Urbana 
on June 22, during the sessions of the Better 
Communities Conference. 

The association will be closely identified with 
the State Board of Health and with all of the 
extra-governmental organizations of the state 1n- 
terested in any of the various phases of public 
health and civic welfare. Membership is open to 
all persons who may be interested. There is no 
initiation fee and the annual dues are $2. Ap- 
plication for membership should be made to 
Paul Hansen, secretary-treasurer, at Springfield. 

The first annual meeting will be held early in 
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1917 and it is expected to be the most representa- 
tive public health meeting ever held in the state. 

The officers for the first year, elected at Ur- 
bana, are the following: 

Honorary president, Dr. John A. Robison, 
president of the Illinois State Board of Health, 
Chicago. 

President, Dr. George Thomas Palmer, Spring- 
field. 

First vice-president, W. J. Allen, Waukegan. 

Second vice-president, Dr. W. C. Clarke, Cairo. 

Third vice-president, Dr. B. F. Reudiger, 
La Salle. 

Secretary-treasurer, Paul Hansen, Springfield. 


X-RAY INTERPRETATION. 

(Continued from page 142.) 
We have a sort of a general rule. We admit that 
_ the x-ray is of extreme value in certain cases in 
elucidating for us certain cases of disease and pro- 
tecting us against such things as malpractice and the 
like. But we have a rather curious rule that was 
suggested by a surgeon with respect particularly to 
the x-ray interpretation of abdominal diseases, and 
that is: Make a good physical examination and make 
up your mind what is the matter with the patient and 
if the x-ray agrees with what you think is the matter 
of the patient it is of great value; and if it does not 
agree with what you have already decided is the mat- 
ter of the case, then the x-ray is of limited diagnostic 
worth to say the least. 

We may say, in the main, that we find in gastro- 
intestinal ailments that the x-ray has about as much 
value as has the differential blood count in cases of 
severe anemia. One smear of the blood may give 
you the entire diagnosis and on the other hand it may 
contribute no information. In the same way with 
the x-ray examination of cases, one examination or 
one series of examinations, may give a diagnosis 
where, by every other means, it is impossible to arrive 
at a diagnosis, in the majority of instances the evi- 
dence furnished by the x-ray is entirely corroborated. 

Dr. O'Hara, in closing discussion: I second the 
motion to everything that has been said concerning it, 
and once more I wish to state that to take up the 
subject of the interpretations of the intra-abdominal 
conditions. as shown by the x-ray would take hours 
instead of minutes. The great trouble is that we are 
having machinés made far too simple and we are de- 
pending entirely too much upon the machines. It 
should be a part of the diagnosis and not all of it, 
and, as mentioned by Dr. Smithies, we are getting 
gradually away from the old habit of using our 
hngers, our eyes and our ears. Do not let the x-ray 
do too. much of the work, just like the Gold Dust 
Twins, but the point I wish to press home is the 
fact that the interpretation of lights and shadows on 
these plates is not a matter of training of a few 
menths. There is no Roentgenologist living who 
knows his business but will tell you that every plate 
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has a mine of information on it that he does not know 
anything about, and we are not trained to see it, but 
we are trying to learn. 





CURING THE INCURABLE. 
Rosert J. Fotonre, LL. B. 

A great ‘activity is discernible in many states 
f the Union for revoking licenses of quacks and 
impostors in the medical profession. One of the 
effective means is to authorize revocation of 
license when promises are made to cure diseases 
generally recognized as incurable. This cannot 
fall gravely on a legitimate practitioner, for he 
does not warrant a cure in any event; he merely 
gives of his best and promises fidelity and skill, 
but not omniscience or omnipotence. In Colo- 
rado a statute authorizing revocation on the 
assurance of cure of a generally conceded incur- 
able disease was held void as too uncertain and 
indefinite.* Oklahoma** holds to the contrary 
and with good sense construes its law to apply 
not to violations of ethics, but to those practices 
commonly deemed immoral and against con- 
science by reputable physicians and laymen alike. 

In this view the question is whether consider- 
ing the disease and the state it has reached it is 
at the time “incurable.” If a physician promises 
a cure and accepts a fee, when there is a con- 
census of opinion that the diseased condition pre- 
sents an incurable condition, he is taking money 
under false pretenses. 

The extension of power for revocation of 
licenses by legislative action in Illinois makes 
this a pertinent subject of discussion and may 
present a subject for consideration by our law- 
makers. I am impressed that it points a prac- 
tical means of elminating the charlatan from the 
field of medicine. 





DO YOU KNOW THAT 

Intelligent motherhood conserves the nation’s best 
crop? 

Heavy eating like heavy drinking shortens life? 

The registration of sickness is even more important 
than the registration of deaths? 

The U. S. Public Health Service co-operates with 
state and local authorities to improve rural sanitation? 

Many a severe cold ends in tuberculosis? 

Sedentary habits shorten life? 

Neglected adenoids and defective teeth in childhood 
menace adult health? 

A low infant mortality rate indicates high com- 
munity intelligence? 


*Greeb vs. State Board, 139 Pac. 1099. 
**Freeman vs. State Board, 154 Pac. 56. 
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Auto Sparks and Kicks 


SLANDERING THE FORD. 

A chiropodist received a call from a woman 
stopping at the hotel and on being shown her 
room, found her in a kimono. “Will vou promise 
to trim my corns and keep your mouth shut?” 
asked the woman. He assured her he would, but 
began to protest when she started to remove her 
kimono. “Lady, lady,’ he implored, “you 
mustn’t do anything like that.” “Listen to me,” 
said the woman heatedly, “I’ve ridden all the 
way from Colorado in a Ford and I guess I know 
where my corns are better than you do.”—J. A. 
D., Bolivar, Mo. 





USE OF GRAPHITE. 

Perhaps one of the best lubricants known for 
This substance 
should be packed into the joint housing at cer- 
tain intervals during the year and it will be 
found the joint will show less wear and operate 
more easily. If the housing is tight, one packing 
a year may do the work, if a little leaky, two or 
perhaps three fillings may be necessary. Good 
graphite as a lubricant for spring leaves has been 
found to be ideal. Race drivers pack the graphite 
between the leaves and then cord or tape the 
whole spring. When so taped or corded the 
graphite remains between the leaves for years.— 
Motor Age. 


universal joints is graphite. 





INTERLINERS IN NEW TIRES. 

Extensive experience of actual users go to 
show that interliners in any tire, new or old, are 
a positive advantage worth while. They render 
nail punctures fifty per cent less, decrease acute 
flexing of tire sidewalls, quite largely obviate 
“stone bruises,” and give a better proportion be- 
tween casing and inner tube than is offered by 
common sizes as now sold. As a result of a 
series of experiments I have found that an 
“over-size” casing with a good interliner well 
cemented in will give over twice the service that 
the common pneumatic tire of extended size will 
offer in use on common roads.—Motor Age. 





VARIATION OF POWER. 


While the range of possible explosions of gas 
and air mixture is quite liberal, the best results 


AUTO SPARKS AND KICKS — 


for different speeds can only be secured by hav- 
ing the mixture as lean as possible for results at 
low speed, with the increase of gasoline and air 
coincident as high speed of engine is advanced. 





HOW FAR WILL A CAR RUN? 

That depends upon the personal care given to 
lubrication, prompt correction of occurring 
faults, and good driving. I know of one car that 
has run over two hundred thousand miles and is 
still running nicely. I know of another and 
more expensive machine that almost went to the 
scrap heap in one year of common driving. 





EASY CARBON REMOVAL. 

If you have a primer that opens into the intake 
manifold you can keep your cylinders clean by 
occasionally squirting from an oiling can a 
small amount of chemical carbon remover into 
the priming device. It should be done when the 
cylinders are hot. 





TIRE CHAINS PREVENT WEAR. 
Without tire chains the drive wheels will spin 
more or less on slippery places. The presence of 
sharp pieces of stone, cinders, or other like ma- 
terial in the road will then cause cuts and torn 
pieces that would not result if chains had been 
on the wheels. 





PAINT SPRAYER. 


An ordinary gas blow torch may be used as 
a paint sprayer, the paint taking the place of 
the gas and being drawn up through the gas 
tube as shown. It is particularly suitable for 
putting on the lead coat.—Autocar Sales and 
Service Co., Philadelphia. 





HOT-AIR STOVE. 

An exhaust pipe stove for the carburetor may 
be made out of a piece of an old stove pipe by 
cutting out a disk and bending it into an oval- 
shaped cone, which is strapped onto the exhaust 
pipe. The small end is drawn out on the horn 
of the anvil so that the flexible pipe may be 
attached.—George W. Lownsley, Palmyra, Mo. 





AGAINST SKIDDING. 
A wise driver will straddle the ridge in the 
middle of a “greasy” road, or keep one wheel 
in a wheel rut, to prevent skidding. 
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HEALTH NOTICE. 

Public notice is hereby given all residents who have 
received orders from the Special Health Officer, that 
unless their respective places have been cleaned in ac- 
cordance with instruction within the time limit given, 
their prosecutions will follow. immediately. 

I wish to further call to the attention of property 
owners and tenants that it is positively against the 
city ordinance to bury excretion inside the city limits. 
Parties parting from observing this ordinance will 
be prosecuted, Samuet Ross, 

Special Health Officer. 
—From the Pana Palladium. 


THE UNITED STATES PUBLIC HEALTH 
SERVICE ASKS DO YOU 

Clean your teeth and then 

Expectorate in the washbowl? 

Omit lunch to reduce weight and then 

Overeat at dinner? 

Go to the country for health and then 

Sleep with your windows shut tight? 

Wonder why you have earache and then 

Blow your nose with your mouth shut? 

Think dog muzzling cruel and then 

Marvel at the spread of rabies? 

Carefully select your brand of liquor and then 

Feed your children unpasteurized milk? 

Repeat the Golden Rule and then 

Sneeze in somebody’s face? 

Go camping for your health and then 

Place your toilet so that it drains into your water 
supply ? 





Society Proceedings 
ADAMS COUNTY. 

The Adams County Medical Society met in regular 
monthly session on Monday evening, July 10, at Hotel 
Newcomb. 

Meeting called to order by Second Vice-President 
Dr. W. D. Stevenson. 

Thirteen members and a guest, Dr. Frank E. Simp- 
son of Chicago, were present. 

Minutes of last meeting read and approved. The 
details of the first annual outing of the Illinois State 
Medical Society to be held at Starved Rock on July 
12th and 13th were given by the secretary. 

Bills for the month were read and on motion al- 
lowed. The speaker of the evening, Dr. Frank E. 
Simpson, then read a short and practical paper, illus- 
trated with numerous lantern slides, on “Radium in 
Cancer.” Since this was the first time radium had 
been discussed in the Adams County Medical Society, 
Dr. Simpson was given undivided attention. The doc- 
tor told us what radium is; how put up; why it is so 
costly; methods of application; length of time re- 
quired for treatments, etc. 

The lantern slides showed epitheliomeas, naevi, ro- 
dent ulcers, sarcomas, etc., before the application of 
radium and after a course of treatment by the same. 
In most cases a complete recovery had been effected. 

The paper was discussed and Dr. Simpson given a 
rising vote of thanks. 
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The annual outing of the society, which is to be held 
in August, was referred to the entertainment committee 
with power. 

On motion meeting adjourned to meet again on the 
second Monday in September. 

Exizasetu B. Batt, Secretary. 


COOK COUNTY 


CHICAGO LARYNGOLOGICAL AND OTOLOGI- 
CAL SOCIETY. 


Meeting of March 21, 1916—Continued. 


Discussion oF Dr. Kenyon’s Paper—CoNnTINUED. 

Dr. Robertson does not believe that the present tonsillectomy 
is the ideal operation. With Dr. Kenyon, he believes that 
tonsil surgery is in its infancy. He does not believe there 
is such a thing as a healthy tonsil after the age of eight or 
ten. We should have the tonsil all out; we should have a 
mucous membrance that is absolutely clean, with epidermis 
all around, and lining mucous membrane, so that the pillars 
would be free from each other. He dislikes to see the two 
pillars coalesced. Those are the cases that produce the voice 
injury, if there is any such thing. It is just as important 
to operate correctly on a talker as on a singer. 

Dr. J. Holinger wanted to speak of two points. The first 
concerned the injuries to the voice after tonsillectomy. Usu- 
ally these people know of some person whose voice was 
injured. The speaker never had a chance to verify such a 
statement personally. Second, the formation of a scar depends 
entirely on the individual. In some patients, with a minimum 
of traumatism, you see an enormous scar; in others, after 
extensive traumatism, very little or no scar. You see that 
after any operation in the cavities of the body or on the sur- 
face. But the scar depends also upon the case itself. If you 
have a deep supratonsillar fossa, you must expect a pretty 
large traumatism, in order to close the supratonsillar fossa. 
If you do not close it, you will have a pouch afterwards, where 
all kinds of material can gather, causing trouble again. 

Dr. Holinger still has to see the first case of injury to the 
singing voice after tonsillectomy; so far he only had hearsay 
evidence. 

Dr. J. R. Fletcher said that some of the members thought 
the operation had not been evolved which would save all of 
this membrane, and he wished to say that it has, namely, 
dissection. He thought many of the members could show 
throats of patients operated on in which the scar was very 
slight indeed, and in which the action of the anterior and 
posterior pillars was absolutely perfect. By careful dissection 
the membrane is saved on the posterior pillar or palatopharyn- 
geus muscle. 

Regarding the anatomy of the palatopharyngeus muscle, it 
does not seem to be very widely recognized that there is a 
portion of this muscle which acts as a levator of the tonsil 
itself. That is the only muscle that is cut at all in doing a 
careful dissection. The palatopharyngeus can be so stripped 
from the capsule that you cam see the aponeurosis that 
covers it. 

As to the mucous membrane being deflected from the pharynx 
over the posterior portion of the palatopharyngeus muscle, then 
over the face of the tonsil, there is no such thing. The mucous 
membrane attaches itself to the posterior aspect of the tonsil, 
whether large, small or otherwise. 

Regarding adhesions, the speaker does not think they are 
necessary, if a strict, rigid technic is followed. He believes 
the tonsillar fossa can be preserved, and the function of the 
muscles also preserved. 

Dr. Kenyon, in closing the discussion, said that the function 
of the faucial muscles is probably dependent altogether more 
upon the capsule than upon the lymphatic tissue. 

Permanent impairment of the speaking voice does occur from 
tonsillectomies. Some of the physicians in the room seemed 
to doubt it. Such impairment may turn out to be more fre- 
quent than we presume. 

Again, it seemed to him that there was no reason why we 
should have an exclusively radical attitude toward the tonsil. 
What we need is a conservative attitude toward the tonsil. 
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What we need is a conservative attitude as well as a radical 
attitude, and it is for us to work out a conservative attitude 
for conservative cases. 

The question as to the singing voice opened up such a large 
field that he would not then, at so late an hour, touch on the 
subject at all. 


MADISON COUNTY. 
Our July Meeting. 


The State of Illinois has complimented our county 
by locating within its borders the new state hospital 
for the insane. This hospital is located one mile east 
of the city limits of the City of Alton, and is to be the 
very latest word in state hospital construction. Over 
two million dollars are to be spent in its construction 
alone and we are assured that when completed it will 
be strictly first class in every way and will not be ex- 
ceeded in its appointments by any hospital in the na- 
tion. 

To give all of our members an opportunity to inspect 
this plant now under construction the State Board 
of Administration has invited our society to hold its 
July meeting at the hospital, so that all of our mem- 
bers may get in touch with the latest effort of our 
state to take care of the wards of the state in a humane 
and scientific manner. 

A good program has been prepared, speakers from 
the Board of Administration and others will be pres- 
ent to assist in making this session one of interest and 
profit. 

Hon. Fred J. Kern, President of the State Board of 
Administration, will give an address on “The Scope 
_ and Purpose of the State Institutions.” 

Dr. Frank P. Norbury of Jacksonville, former Su- 
perintendent of the Kankakee State Hospital and later 
alienist of the State Board of Administration, will 
read a paper on “Individualization in the Treatment 
of Nervous and Mental Disorder.” 

The ladies are invited and every member owes it to 
himself and his better half to take a half holiday and 
enjoy the afternoon under the shade trees of the spa- 
cious lawn of our newest state hospital. 


Never Too Hot. 


The Madison County Medical Society holds twelve 
monthly meetings each year. It meets, rain or shine, 
on the afternoon of the first Friday in each month 
with a very fair percentage of our members in at- 
tendance at each meeting. We never take a vacation 
and it is a matter of fact that our summer meetings 
are as well attended and as full of interest as any that 
are held. 

Arrangements are made to hold the June, July and 
August meetings out of doors, under the shade of 
green trees, and under these circumstances we have 
never been uncomfortable. The ladies are invited to 
these al fresco meetings and we believe that we have 
a larger attendance owing to this fact. Many of our 
members think enough of their wives to invite them to 
join us in attending to our summer duties and if the 
roads are not too muddy and the price of gasoline not 
too high it is a pleasure to take a cross country run 
and allow the doctor’s wife a half holiday in company 
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with her husband—From The Madison C ounty Doc- 
tor. 


MORGAN COUNTY MEDICAL SOCIETY. 

Society met July 13 at 8:00 p. m., at library in Jack- 
sonville. There were sixteen members present. Dr. 
T. O. Hardesty, president, presided. 

Motion made at previous meeting to make assess- 
ment of $2 each member to pay for Journats for the 
library and their distribution among members was 
voted on and carried. Assessment of $2.00 each mem- 
ber levied as per motion. 

Paper of the evening read by Dr. W. Reid, “Con- 
tagious Diseases of Childhood.” Discussion led by 
Dr. E. S. Canatsey and Dr. G. R. Bradley. The paper 
and discussion were very interesting and were dis- 
cussed by nine other members. 

Next regular meeting announced for August 10. 
“Chorea,” by Dr. F. P. Norbury and Dr. Edward 
Bowe. 

Cass and Morgan County joint medical picnic an- 
nounced for August. Date not given. This picnic to 
be held at the farm of Dr. Carl E. Black. 

Meeting adjourned. 


Tuos. G. McLin, Secretary. 


PIKE COUNTY. 


The Pike County Medical Society met in Pleasant 
Hill, Ill, July 27, 1916. This proved to be one of 
the most successful meetings that the society has 
had for a long time. There was a very large and 
enthusiastic attendance and the physicians of this 
little city had left no stone unturned to contribute 
to the comfort and convenience of their guests. Not- 
withstanding the temperature of 100 degrees in the 
shade, long before noon a string of motor cars could 
be seen on the main street which kept increasing 
as the day advanced. Many came from twenty and 
twenty-five miles away. Members of the Pike County 
Medical Society had been invited and there was quite 
a representation from this live society. 

Tables were placed under the beautiful maple trees 
of a large private residence and. at 12:30 dinner was 
served, consisting of delicious fish, fried chicken and 
all the delicacies of the season. After dinner many 
of the visitors took a stroll to see the beautiful scenery 
for which Pike County is famous. About 2 p. m. all 
assembled in the basement of the Christian Church 
and the regular program was given, President R. P. 
Wells, M. D., calling the meeting to order. 

Dr. George E. Iterman, formerly of Griggsville, 
was elected a member of the society. The application 
of Dr. Wise, of Griggsville, was referred to the 
board of censors. 

The matter of fees to be paid by the county in 
cases of contagious diseases was again taken up and 
discussed by Drs. Thurman, Smith, Kay, Peacock 
and others, and the society decided not to accept the 
scale of prices as offered by the board of supervisors. 

The secretary reported that he had sent five names 
to the Secretary of the State Society from.which one 
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would be chosen to act with the president and secre- 
tary of the local society to form the committee of 
three to act with the State committee in reference 
to the Medical Reserve of the U. S. Army. 

Dr. R. P. Smith was elected as representative of 
Pike County to the committee on Medical Legislation. 

Dr. Guy Hetherlin, of Louisiana, read an excellent 
paper on “Blood Pressure,” which was well pre- 
sented and very instructive. 

Dr. Mary Henry Aitow, of Summer Hill, reported 
a remarkable case of disease of the supra-renal 
capsule. 

Dr. Metta V. Collins, of Barry, followed with a 
short discussion of typhoid fever and the report of 
an unusual case. The case was discussed by Drs. 
Hetherlin, Kuntz, Lacy, Smith, Wells, Beaver, Good- 
man and others. These papers show that our lady 
doctors are good practitioners. 

Dr. Cape, of Maplewood, gave a short address, on 
invitation of the president, which was well received 
by the society. 

The society endorsed Mr. Ed. Strubinger as candi- 
date for representative to succeed himself. 

Dr. Beaver invited the society to Barry for the 
next meeting and at 5 p. m. the society adjourned. 


TAZEWELL COUNTY. 


The July meeting of the Tazewell County Medical 
Society was called to order at 2:00 p. m., July 12, by 
President Yoder, in the K. P. Hall at Mackinaw. 

The meeting was designated as “Case Report Meet- 
ing,” each one being requested to present a short case 
report. The reports were more brief than the discus- 
sions which followed, and as a novelty in programs, 
the meeting was voted a success by those present. 

A committee composed of Drs. Kelchner, Bailey and 
Gale was appointed to serve through the coming 
primaries and elections. This committee is expected 
to act in conjunction with other committees on 
“Political Activity” who may be appointed by other so- 
cieties in this district. 

F. C. Gare, Secretary. 





Personals 


Dr. G. H. Stacy, Jacksonville, has removed his 
office to Ayers Bank building. 

Dr. E. H. Abbott, of Elgin, and family have 
been taking an outing in Michigan by automobile. 

Dr. John G. O’Malley has returned after a year 
of hospital service in the Ypres district of France. 

Dr. Robert R. Smith, Mount Vernon, has been 
appointed superintendent of the Alton State Hos- 
pital. 

Dr. John H. Noonan has been appointed as- 
sistent surgeon of the Park Hospital, Livingston, 
Mont. 
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Dr. Henry A. Winter, Saybrook, celebrated his 
fiftieth anniversary of his entrance into practice 
June 23. 


Dr. Arthur Dean Bevan was given honorary 
degree of Master of Arts by Yale University, 
June 21. 


Dr. Cora I. Kipp, Pontiac, has recently re- 
turned after five years’ service in Bareilly and 
Brindaban, India. 


Dr. Morris Lewison has succeeded the late Dr. 
Theodore B. Sachs on the advisory board of the 
Jewish Consumptive Relief Society. 


Dr. Kellogg Speed is in charge of the Twenty- 
Third General Hospital for the British Ex- 
peditionary forces, at Etaples, France. 


Dr. Charles Moore, who was operated on for 
gastric ulcer, July 4, at St. Vincent’s Hospital, 
Taylorville, is making a good recovery. 


Dr. William Arthur Clark, director of the 
American Red Cross unit at La Panne, Belgium, 
for several months, has returned to Chicago. 


At the annual convocation of the University of 
Wisconsin, June 21, the degree of Doctor of 
Science was conferred on Dr. Ludvig Hektoen. 


Dr. Edward A. Morris, Springfield, has been 
commissioned first lieutenant, M. C., Ill. N. G., 
and assigned to duty with the Fourth infantry. 


Dr. Daniel N. Eisendrath, Chicago, delivered 
an address on the “Surgery of the Kidney” before 
the Kalamazoo Academy of Medicine, June 26. 


Lieut. Ray H. Davies, assigned Illinois Field 
Hospital No. 2, while entraining for the border 
at Springfield with his command, fractured two 
ribs. 


Dr. Ethan A. Gray has been appointed a mem- 
ber of the committee on business management 
of the Chicago Municipal Tuberculosis Sana- 
torium. 


At the fifty-eighth annual commencement of 
Northwestern University, the honorary degree of 
Master of Science was conferred on Dr. Edmund 
J. Doering, 

Dr. Hugh Neil MacKechnie has been appointed 
head of the department of surgery of Loyola Uni- 


versity Medical School, vice Dr. John D. Robert- 
son, resigned. 
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Dr. Frederick C. Vogt, Gillespie, who was 
operated on at the Litchfield Hospital, July 12, is 
reported to be making satisfactory progress to- 
ward recovery. 

Dr. George G. Davis has returned after a con- 
siderable period spent in English war hospitals, 
where he achieved the rank of lieutenant-colonel 
in the British army. 

Dr. Ben Reitman, after serving sixty days in 
the New York jail for advocating “birth control,” 
has returned to Chicago with the avowed inten- 
tion of starting a simjlar campaign. 


Dr. A. M. Austin of Mendon has removed to 
Quincy and formed a partnership with Dr. Dan 
F. Stine, who has been appointed professor of 
medicine in the University of Missouri. 


Dr. George E. ‘Lyon, after taking a postgrad- 
uate course in New York, has removed from Obed 
to Decatur, Powers building, where he will prac- 
tice pediatrics and orthopedic surgery. 

Dr. Arthur Lederer has resigned as chief 
chemist and bacteriologist of the sanitary district 
of Chicago, to take up the course for health of- 
ficers at Harvard-Technology, Boston. 


Dr. Willis 0. Nance, chairman of the Com- 
mittee on Health of the city council of Chicago, 
is said to have turned down an offer to run him 
as a candidate for coroner of Cook county. 


Dr. John G. Young, of Pontiac, is spending a 
year in postgraduate study at the New York Poli- 
clinic Hospital and College in preparation for 
exclusive surgical practice on return to Pontiac. 

Dr. C. L. Stealy, a nephew of Dr. J. H. Stealy 
and recent graduate of the University of Michi- 
gan, Department of Medicine, has associated 
himself with Drs. Stealy, Karcher and Harlan, 
at Freeport. 


Dr. Haim I. Davis, formerly superintendent of 
the Cook County Psychopathic Hospital, has 
been appointed a member of the attending staff 
of the Michael Reese Hospital in the department 
of neurology. 


Capt. Daniel W. Rogers has been appointed 
major; Lieut. Eugene G. Clancy has been pro- 
moted to captain, and Dr. Thomas M. Egan has 
been appointed first lieutenant, medical corps, 
all being assigned to the Seventh infantry. 

The first five names on the eligible list of the 
city civil service commission for attending phy- 
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sician in the Municipal Tuberculosis Sanatorium 
are Drs. William D. Napheys, Arrie Bamberger, 
Harry G. Hardt, Ellis B. Freilich and Philip J. 
Murphy. 

Dr. Philip 8. Chancellor has returned from 
Santa Barbara to join Field Hospital No. 1, Mli- 
nois National Guard, in Springfield. Dr. Chan- 
cellor recently returned from service with the 
Chicago unit in France, where he was mentioned 
in dispatches on account of efficient service. 


Dr. J. H. Stealy, on account of poor health, has 
discontinued the Freeport General Hospital, 
which he and Mrs. Stealy have been successfully 
running the past three years. The eighteen 
nurses will continue their training at the West 
Side Hospital, Chicago. Dr. Stealey was in St. 
Joseph’s Hospital, Ann Arbor, and will spend 
some time in Detroit recuperating and regaining 
strength before resuming practice. 


Dr. A. J. Markley, Belvidere, treasurer of the 
Illinois State Medical Society, who has practiced 
medicine in Boone county thirty-five years, is an 
active candidate for the republican nomination 
for the general assembly. Dr. Markley has the 
endorsement of the Republican County Central 
Committee of Boone county. The physicians of 
the district should give Dr. Markley all possible 
assistance both for the nomination and election. 





News Notes 


—Northwestern University will provide daily 
consultation and free treatment for its students. 
Dr. Virgil E. Dudman has been appointed health 
officer. 


—The International Health Commission of the 
Rockefeller Foundation announces the change of 
its name to International Health Board of the 
Rockefeller Foundation. 


—tThe Illinois State Board of Health is said 
to have ruled, June 26, that all medical students 
who join the Illinois National Guard or Naval 
Reserve will be allowed full credit for the year’s 


work. 


—Miss Ruth Lighthall filed suit against the 
Chicago Hospital College of Medicine for dam- 
ages, tuition and pay for a diploma which the 
college refused to issue, claiming that she failed 
in her examinations. 
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—The first annual outing of members of the 
Illinois State Medical Society at Starved Rock, 
July 12 and 13, was a success in attendance and 
program, in spite of very hot weather. It is 
possible that a meeting in the fall or spring 
would secure more favorable weather conditions. 


—The Peoria Journal Milk and Ice Campaign 
made possible the opening on July 12 of a Baby 
Clinic and Dispensary at the Douglas School, 
Peoria. The clinic will.be open once each week 
for the examination of babies of the city, and 
will be under the case of Dr. Fred M. F. Meixner. 


—Trouble is brewing for the College of Chiro- 
practic of Davenport, Iowa, over promises to de- 
liver faked diplomas. One Fred D. Farr, of Chi- 
cago, is said to be the ringleader in a scheme 
which is now under investigation by the federal 
authorities. Anyone who would pay real money 


for such a diploma ought to be stung, anyhow. 


—The Physicians’ Club of Chicago, at its an- 
nual meeting, June 29, at the Hotel Sherman, 
elected Dr. William D. Napheys as secretary. The 
directors elected for two years are Drs. Arthur 
M. Corwin, Henry W. Cheney and John Weather- 
son. The holdover directors are Drs. Joseph 
Zeisler, Charles P. Caldwell and Henry T. By- 
ford. 


—At the annual meeting of the Alumni Asso- 
ciation of Northwestern University Medical 
School, held in Chicago, June 10, Dr. James H. 
Stowell, Chicago, was elected president, and Dr. 
Henry B. Hemenway, Evanston, vice-president. 
The association recommended that a medical 
alumni advisory board be established to investi- 
gate conditions in the medical school. 


—Drs. Bert I. Wyatt and A. M. Siegel, who 
were examining children arriving in Chicago by 
train from New York for symptoms of infantile 
paralysis, were accused of charging $1 for treat- 
ing a child and were suspended from service with 
the Health Department. Later the father of the 
child made affidavit from Valley Falls, N. D., 
that the money was paid for treatment to a phy- 
sician in Warsaw, Ind. The Civil Service Com- 
mission thereupon reinstated the physicians and 
exonerated them. 


—The Rockford Municipal Tuberculosis Sana- 
torima was formally opened June 10. Addresses 
were delivered by W. H. Smith, Rockford, on 
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“The Relation of the Doctor to Community in - 
the Prevention of Tuberculosis,” and by Dr. 
George W. Webster, Chicago, on “The Rights and 
Duties of the Municipality in the Control of 
Tuberculosis.” The presentation speech was 
by Dr. Daniel Lichty, its president, and Mayor 
Bennett accepte dthe institution on behalf of the 
city. 

—A memorial service to the late Dr. Frank W. 
Reilly, for many years assistant commissioner of 
health of Chicago, and at one time secretary of 
the Illinois State Board of Health, was held June 
21, when the Frank W. Reilly Public School at 
School street and Lawndale avenue was dedi- 
cated. The principal addresses were delivered 
by Superintendent of Schools John D. Shoop, 
President Jacob M. Loeb of the Board of Edu- 
cation, Dr. Arthur R. Reynolds, former health 
commissioner, and Dr. Alfred C. Cotton, who 
paid high tribute to the memory of Dr. Reilly. 


—At the examination recently held in various 
cities throughout the United States the following 
named medical men successfully passed the ex- 
amination for appointment as assistant surgeon 
in the Medical Reserve Corps, with a view to 
subsequent examination for appointment in the 
Medical Corps of the navy: James A. Halpin, 
M. D., Washington, D. C.; William D. Heaton, 
M. D., Wahoo, Neb.; Aubrey M. Larsen, M. D., 
Salt Lake City, Utah; Lincoln Humphreys, 
M. D., Argenta, Ark.; Theo. Edward Cox, M. D., 
Cleveland, Ohio; Arthur W. Hoaglund, M. D., 
Minneapolis, Minn.; Carroll H. Francis, M. D., 
Camden, N. J.; Harold L. Jensen, M. D., San 
Francisco, Cal. 


—The serious epidemic of infantile paralysis 
in New York City last month numbered 728 
cases and 229 deaths. Quarantines were estab- 
lished against children from New York by On- 
tario, New Jersey and many eastern cities. The 
Chicago Department of Health secured an ap- 
propriation of $5,000 for preventive measures and 
physicians from the staff of field health officers 
were employed to meet incoming trains from 
New York and examine al] chiltren for evidence 
of disease and to keep them under surveillance. 
Up to the 22nd inst. .. cases have developed in 
Chicago and .. deaths. Thorough investigation 
of all suspected cases and immediate removal to 
the hospital are enforced. ‘ 

—Mrs. F. 8. Coolidge has donated to the In- 
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stitute of Medicine of Chicago the house 2636 
Prairie avenue, in memory of her husband, Dr. 
F. 8. Coolidge. The gift gives to the institute a 
permanent home which will enable it to begin the 
formation in Chicago of a strong medical institu- 
tion, analogous to the College of Physicians in 
Philadelphia, the Academy of Medicine in New 
York, and other similar institutions. Physicians, 
medical teachers and investigators who have 
common professional and scientific interests and 
ideals will meet here, and thereby the progress 
of medicine in this center will be advanced. It 
is further anticipated that this house will not 
only be used for scientific meetings, but will also 
offer facilities for the adequate preservation of 
books and other objects of medical, historical and 
scientific interest. 


—The personnel of the Chicago Base Hospital 
Unit No. 1 was announced, July 10. It will be 
under the direction of Dr. Frederic A. Besley. 
The surgical division will consist of Drs. Joseph 
F. Jaros, Thomas J. O’Malley, V. David Greer, 
Oak Park; Payson L. Nusbaum, Walter L. Stran- 
berg, Joseph J. Lebowitz, Hammond, Ind.; A. M. 
Krost, Hyrum Y. Richards, and Burt H. Hard- 
inger, Gays. The medical division will consist of 
Drs. Milton Mandel, assistant director ; Martin R. 
Chase, Leo G. Dwan, Hugo W. Traub, David E. 
Markson, Frank Whitmore and William P. 
Honan. The personnel of the laboratory division 
is as follows: Drs. Alexander A. Day, assistant 
director; James P. Simonds, pathologist; M. L. 
Blumenthal, P. Ph., roentgenologist, and George 
E. Meyer, D. D. S., and Charles W. Freeman, 
D. D. 8., are the oral surgeons of the unit. 


—A conference on mental defectives was held 
in the County Court building, July 24, on invi- 
tation of Judge Thomas F. Scully. The medical 
members of this conference were: Drs. Anna 
Dwyer, Morals court; William Healy, Juvenile 
court; William J. Hickson, psychopathic expert 
of the Municipal court ; Charles E. Sceleth, House 
of Correction; Anna E. Isham, Psychopathic 
Hospital; Henry J. Gahagan, superintendent of 
the State Hospital at Elgin; Ralph A. Goodner, 
superintendent of the State Hospital at Kanka- 
kee; Adam Szwajkart, superintendent of the 
Psychopathic Hospital; Mr. Clayton F. Smith, 
warden of the County Hospital; John Dill Rob- 
ertson, city health commissioner; George Lein- 
inger, superintendent of the Chicago State Hos- 
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pital; James Whitney Hall of the county’s staff 
of alienists; Edgar M. Reading, Loyola Univer- 
sity; Herman C. Stevens, University of Chicago; 
Dennis P. Russell, Psychopathic Hospital, and 
Harold N. Moyer, city psychopathic ward. 


—The August number of The Modern Hos- 
pital, St. Louis and Chicago, is devoted to a 
symposium on welfare work among the industrial 
corporations of the country. There are editorials 
by those competent to write on this important 
subject, a great number of papers written by wel- 
fare directors in some of the most important in- 
dustrial corporations, and an immense amount 
of statistics and figures and facts showing the 
huge volume of work that the corporations are 
doing to protect their employes against sickness, 
accidents and discontent. The journal contains 
many illustrations of first aid stations, emergency 
hospitals, and welfare departments of industrial 
plants, and many facts that should be of great 
help to those interested. Among the topics dis- 
cussed are those of first aid, industrial nursing, 
lunches and diets for industrial employes, safety 
devices in factories, and athletic and social clubs 
for employes. The editors frankly state that they 
have been unable to obtain figures as to cost of 
welfare work in the industries, but a number of 
writers attempt to make deductions and draw 
conclusions from their experiences of the past 
few years. 





Marriages 


Columbus Huffaker, M. D., to Miss Faye 
Scott, both of Chrisman, Ill. 


Frep Wapz Jones, M. D., Alton, to Miss Mary 
Krome of Edwardsville, June 10. 

WasHINGTON West, Jr., M. D., to Miss Agnes 
Mace, both of Belleville, Ill., June 16. 

Burt Horace Harpineer, M. D., Gays, IIL, 
to Miss Elsie Warder of Chicago, recently. 

LAWRENCE Hempson Mayers, M. D., to Miss 
Antoinette Redfield Hale, in Chicago, July 1. 

E. 8. Metoy, M. D., Highland, to Miss Wini- 
fred Nicholas of Sheboygan Falls, Wis., June 29. 

Ernest Netson GREENMAN, M. D., to Miss 
Portia C. Snow, both of Kankakee, Ill., June 15. 


Mitron Weston Hatt, M. D., Evanston, IIL, 
to Miss Florence Patersen of Chicago, recently. 
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Tuomas ArtTHuR Perrerisce, M. D., Free- 
port, Ill, to Miss Wilma Pierce of Chicago, 
June 23. 


Cuartes Epwarp Perers, M. D., National 
Soldiers’ Home, Danville, Ill., to Miss Frances 
Pitt Stack of National Military Home, Marion, 
Ind., July 3. 


M. ApeLatpe Gaston, M. D., Cerro Gordo, to 
Walter Malcolm Macleod of Vega Baga, Porto 
Rico, at Cerro Gordo, July 19. 





Obituary 


Dr. Alfred Cleveland Cotton, A. M., M. D., of 
Chicago. Born at Griggsville, Illinois; died at 
Chicago, July 12, 1916, aged 69 years. Enlisted at 
the age of 16 as drummer in Company F, 137th 
Ill. Vol. Inf.; wounded and captured; confined 
eight months in Southern prison ; honorably dis- 
charged from service at the close of the war. 
Graduated from the State Normal University at 
Bloomington. For seven years principal of gram- 
mar and high schools; 1873 deputy county super- 
intendent of the Iroquois County schools. Studied 
medicine under Dr. J. R. Stoner of Griggsville 
as preceptor. Graduated from Rush Medical Col- 
lege, class of 1878, as valedictorian and president 
of his class. Degree of A. M. from Illinois Col- 
lege, 1887. Practiced medicine at Turner, Du 
Page county, Il]. Local surgeon for the North- 
western railroad. Twice coroner of Du Page 
county and local health officer. Appointed lec- 
turer on Materia Medica and Therapeutics of 
Rush Medical College, 1880; later adjunct pro- 
fessor of same and attending obstetrician of 
Presbyterian Hospital; 1882 attending Pedia- 
trician to Central Free Dispensary and assistant 
to the clinical chair of Diseases of Children; 
1883-1884, a year devoted to post-graduate work 
in Pediatrics in New York, Philadelphia and 
Baltimore ; 1885 elected professor of Diseases of 
Children in Rush Medical College and devoted 
his whole practice to this specialty thereafter. 
For over thirty years active in management of 
Children’s department of Central Free Dispen- 
sary as attending and consulting physician, and 
in like capacity served for many years on the 
staff of Presbyterian Hospital. Superintendent 
of Jackson Park Sanitarium for sick children ; 
staff lecturer for many years to Illinois Training 
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School for Nurses and the Presbyterian Hospital 
Training School for Nurses; consulting and at- 
tending staff of Cook County Hospital ; city phy- 
sician, 1891 to 1893 and 1895 to 1897; member 
of Chicago Board of Health; medical superin- 
tendent of the Police Department and House of 
Correction. Was in charge of Chicago Isolation 
Hospital and Infectious Disease wards of Cook 
County Hospital; examining surgeon on the 
U. S. Pension Board and for years chosen surgeon 
of the Grand Army of the Republic and Veteran 
Union League. Member of Chicago Medical, Illi- 
nois Medical, A. M. A., American Pediatrics, 
American Medical Examiners’ and many other. 
societies. Twice chosen chairman of Pediatric 
section of the A. M. A., 1894 and 1895. Twice 
president of Chicago Pediatric Society. Presi- 
dent of Chicago Medical Society, 1908-1909; 
president of Illinois State Medical Society, 1911- 
1912; president of American Teachers’ Associa- 
tion for diseases of children ; president of Chicago 
Medical Examiners’ Association ; president Chi- 
cago Physicians’ Club; alumni chapter of Phi 
Rho Sigma and of the grand chapter of Phi Rho 
Sigma; member of Gamma chapter; repeatedly 
councillor of Chicago Medical Society; delegate 
to Illinois Medical Society, the American Medical 
Association and the International Medical Con- 
gress at Moscow 1897, Buda Pest 1907, and Lon- 
don 1913. For thirty years medical referee for 
Chicago and chief examiner in Chicago of 
Prudential Life Insurance Company. Surgeon to 
artillery battalion of the Illinois National Guard ; 
commander of American Post, No. 708, Grand 
Army of the Republic. Author of three text 
books, “Lessons on the Anatomy, Physiology and 
Hygiene of Infancy and Childhood,” “The Care 
of the Infant,” and “Medical Diseases of the 
Developing Period,” and scores of contributions 
to pediatric literature. One of the few Ameri- 
cans honored with membership in Societé Fran- 
caise d’Hygriene of Paris. In Masonry he was 
a member of Garfield Lodge, Chicago; Doris 
Chapter, West Chicago; K. T. and Bethel Com- 
mandery, No. 36, Elgin, Ill. Member of War- 
ren Avenue Congregational Church and lifelong 
Republican. . 

Two. children survive, Mildred C. and John R., 
who is in his second year at Amherst. He plans 
to enter Rush after completing his work at col- 
lege. 
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Anprew Nicnoras SprarKa, M. D., Chicago; North- 
western University Medical School, 1914; aged 26; 
died in Chicago June 22, from appendicitis. 


Upton E. Trazr, M. D., Evanston, Ill.; New York 
Hygieo-Therapeutic College, New York City, 1873; 
aged 81; died in the Evanston Hospital, June 12, from 
the effects of a fracture of the hip. 


Lynn W. Henversnott, M. D., Mill Shoals, IIL; 
College of Physicians and Surgeons, Keokuk, Iowa, 
1881; aged 66; for more than forty years a practitioner 
of Illinois; died at his home recently. 


Joun Pump Van Voornis, M. D.; Fairdale, Ill; 
Eclectic Medical Institute, Cincinnati, 1856; aged 82; 
for more than fifty years a practitioner of Fairdale; 
died at his home July 4, from senile debility. 


Joun H. Atpers, Rantoul, Ill. (license, years of prac- 
tice, Illinois, 1878); aged 80; for nearly forty years 
a practitioner of Rantoul; died at the home of his 
daughter in that place, June 18, from cerebral hemor- 
rhage. 


Oscar J. Gwynn, M. D., Granite City, Ill.; George 
Washington University, Washington, D. C., 1896; aged 
48; a Fellow of the American Medical Assoication; 
died in St. Luke’s Hospital, St. Louis, June 16, from 
peritonitis following acute gastritis. 


Joun Y. Bennett, M. D., Leroy, Ill. ; Physio-Medical 
College of Indiana, Indianapolis, 1896 ; Illinois Medical 
College, Chicago, 1898 ; aged 43; a Fellow of the Amer- 
ican Medical Association; died at his home, about July 
9, from pneumonia. 


Levant Emery Hacxiey, M. D., Oak Park, Ill; 
College of Physicians and Surgeons in the City of New 

York, 1850; aged 89; for many years a druggist of 
Minnesota, Chicago, and Wisconsin; died at his home, 
June 13, from senile debility. 


Wittiam Atvars Franxuin, M. D., Chicago; Uni- 
versity of Michigan, Homeopathic Medical School, 
Ann Arbor, 1878; aged 67; formerly professor of 
pediatrics in Hering Medical College, Chicago; died 
at his home, July 6, from acute gastritis and pleurisy. 


Rosert Westey Baxer, M. D., Peoria, Ill.; Rush 
Medical College, 1879; aged 67; a Fellow of the Amer- 
ican Medical Association; one of the most prominent 
practitioners of Peoria; for several years a member 
of the local board of education; died at his home, July 
17, from heart disease. 


Joun Exxis Guman, M. D., Chicago; Hahnemann 
Medical College, Chicago, 1871; aged 74; emeritus 
professor of materia medica and therapeutics in his 
alma mater; one of the oldest and most esteemed 
homeopathic practitioners of Chicago; died in St. 
Luke’s Hospital, June 21, from cerebral hemorrhage. 


Wmiuiam Asranam Hasxewt, M. D., Alton, IIL; 
Harvard Medical School, 1869; aged 71; a Fellow of 


DEATHS 


159 


the American Medical Association; one of the most 
prominent practitioners of western Illinois; a charter 
member of the Madjson County Medical Society; a 
member of the Illinois State Board of Health and 
president of the board from 1887 to 1892; died at his 
home, July 13. 


Oscar Paut Cuester, M. D., Chicago; Northwestern 
University Medical School, 1896; aged 45; a Fellow of 
the American Medical Association; formerly attend- 
ing physician to Mercy Hospital, Chicago, and instruc- 
tor in physical diagnosis in his alma mater; who had 
been obliged to relinquish his practice two years ago 
on account of cerebral hemorrhage; died at the home 
of his mother in Champaign, Ill, June 24. 


WiiuiaM Evans Cassevperry, M. D., Chicago; Uni- 
versity of Pennsylvania, Philadelphia, 1879; aged 57; 
a Fellow of the American Medical Association; for- 
merly president of the American Laryngological Asso- 
ciation and Chicago Laryngological Association; a 
member of the National Association for the Study 
and Prevention of Tuberculosis, American Climato- 
logical Association and Physicians’ Club of Chicago 
and a Fellow of the American College of Surgeons; 
one of the most prominent laryngologists of the United 
States; professor of therapeutics in Northwestern 
University Medical School from 1883 to 1894 and pro- 
fessor and emeritus professor of laryngology and rhin- 
ology since 1894; attending laryngologist and rhin- 
ologist to St. Luke’s Hospital died at his summer home 
in Lake Forest,, July 11, from angina pectoris. 





NEW AND NONOFFICIAL REMEDIES. 


During July the following articles have been ac- 
cepted by the Council on Pharmacy and Chemistry for 
inclusion with New and Nonofficial Remedies: 

E. R. Squibb & Sons: 

Solution Hypophysis—Squibb. 

Roberts’ Occult Blood Test—Squibb. 

Ampules Mercuric Salicylate—Squibb, 0.065 gm. 

Ampules Quinine Dihydrochloride—Squibb, 1 gm. 

Ampules Quinine Dihydrochloride—Squibb, 0.5 gm. 

Ampules Quinine Dihydrochloride—Squibb, 0.25 gm. 

Ampules Quinine and Urea Hydrochloride—Squibb, 
1 gm. 

Ampules Quinine and Urea Hydrochloride—Squibb, 
0.5 gm. 

Ampules Quinine and Urea Hydrochloride—Squibb, 
0.25 gm. 

Ampules Quinine and Urea Hydrochloride—Squibb, 
1 per cent. 

Ampules Sodium Cacodylate—Squibb, 0.13 gm. 

Ampules Sodium Cacodylate—Squibb, 0.05 gm. 

Standard Radium Solution for Drinking (1 micro- 
gram Ra.)—Each bottle (60 c.c.) contains radium 
chloride equivalent to 1 microgram Ra and 1.3 mg. of 
barium chloride. The solution obtained in one bottle 
is taken after each meal: The Radium Chemical Co., 
Pittsburgh, Pa. (Jour. A. M. A,, July 1, 1916, p. 35). 

Radium Bromide, Schlesinger Radium Co.—It com- 
plies with the standards of N. N. R. and is sold on the 
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basis of its radium content. Schlesinger Radium Co., 
Denver, Colo. ; 

Radium Carbonate, Schlesinger Radium Co.—It 
complies with the standards of N. N. R. and is sold 
on the basis of its radium content. Schlesinger Ra- 
dium Co., Denver, Colo. 

Radium Chloride, Schlesinger Radium Co.—It com- 
plies with the standards of N. N. R. and is sold on 
the basis of its radium content. . Schlesinger Radium 
Co., Denver, Colo. 

Radium Sulphate, Schlesinger Radium Co.—It 
complies with the standards of N. N. R. and is sold 
on the basis of its radium content. Schlesinger 
Radium Co., Denver, Colo. (Jour. A. M. A., July 8, 
1916, p. 121). 

Vitalait Starter—A culture in vials of the Bacillus 
bulgaricus and the Streptococcus acidi Dactici in 
symbiosis. It is intended for the home preparation 
of fermented milk. Sufficient to prepare from 1 to 3 
quarts of fermented milk is sent on request of the 
physician to the patient twice a week. The Vitalait 
Laboratory, Inc., Newton Centre, Mass. (Jour. A. M. 
A., July 15, 1916, p. 203). 

Enteric Coated Glycotauro Tablets—Each tablet 
contains glycotauro, 2 grains, and is coated with 
salol. Hynson, Westcott & Co., Baltimore, Md. 

Petroagar—Each 100 gm. contains petrolatum, 72 
gm.; agar, 22 gm., with powdered licorice, cocoa and 
oil of anise sufficient to flavor. H. C. Mérker Co., 
Chicago, III. ; < 

Petrobran.—Each 100 gm. contains; petrolatum, 74 
gm.; bran, 22 gm., with powdered licorice and “oil of 
pineapple” (ethyl butyrate) sufficient to flavor. H. C. 
Merker Co., Chicago, Ill. (Jour. A. M. A., June 10, 
1916, p. 1857.) 


During June the following articles have been ac- 
cepted by the Council on Pharmacy and Chemistry for 
inclusion with New and Non-official Remedies: 

Abbott Laboratories—Galactenzyme Tablets, Galac- 
tenzyme Bouillon. 

Schlesinger Radium Co.—Radium Bromide, Radium 
Carbonate, Radium Chloride, and Radium Sulphate. 

Vitalait Laboratories—Vitalait Starter. 





Book Notices 


A Text-noox or Patnotocy. By William G. MacCal- 
lum, M. D., Professor of Pathology in the College 
of Physicians and Surgeons, Columbia University, 
New York City. Octavo volume of 1085 pages with 
575 original illustrations. Philadelphia and London: 
W. B. Saunders Company, 1916, oth, $7.50 net. 


A pathology in which a new method of subdivision 
is used, namely, that based upon the etiology or causa) 
factor of disease rather than the usual way of anatom- 
ical distribution. The author has succeeded in the use 
of this method, except in the case of tumors, whose 
causal, factor is yet unknown. The entire work is 
well presented, easy to read and not filled with too 
much extraneous or doubtful material. The illus- 
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trations are good and numerous enough to clearly 
elucidate the various topics. 

As it is evidently a book especially written for stu- 
dents, numerous subjects, such as the .relation of 
heredity to disease, the biology of bacteria, malfor- 
mations and many diseases of the nervous system have 
been omitted, as these subjects can be better presented 
in special works on the subject. The disturbances of 
function and of chemical interchange in the course of 
disease are not neglected. References are made prin- 
cipally to papers that are of especial value to the 
student. 


INFECTION OF THE Hanp. A Guide to the Surgical 
Treatment of Acute and Chronic Suppurative Proc- 
esses in the Fingers, Hand and Forearm. By Allen 
B. Kanavel, M. D., Assistant Professor of Surgery, 
Northwestern University Medical School; attending 
surgeon, Wesley and Cook County Hospitals, Chi- 
cago. New (3d) edition, thoroughly revised. Oc- 
tavo, 498 pages, with 161 illustrations. Cloth, $3.75 
net. Lea & Febiger, Publishers, Philadelphia and 
New York, 1916. 

The importance of this work to all surgeons is 
demonstrated by the fact that it has passed so quickly 
through two large editions. The third edition has given 
the author an opportunity to enhance the value of his 
monograph by a thorough revision and by the addi- 
tion of two chapters: the first upon the “Relation of 
Acute Infective Processes to Industrial Pursuits,” and 
the second upon “Plastic Procedures Instituted for 
the Correction of Deformities.” The entire work has 
been thoroughly revised and enlarged, and a number 
of new illustrations have been added. 

The subject of this book is of the greatest im- 
portance to every surgeon and general practitioner, 
and many deformed hands might be prevented if every 
practitioner were familiar with the importance of this 
subject and with the complete manner in which this 
book handles it. The chapters are so grouped that the 
practitioner can find the part dealing with his par- 
ticular case quickly. Any physician who carefully 
follows Kanavel will have his conception of the sub- 
ject greatly clarified. The various chapters on treat- 
ment of different conditions are very full, the tech- 
nique is well described, and the after-treatment is care- 
fully given. The illustrations are remarkably clear 
and instructive. 


MANUAL oF Practicat Gynecotocy. By Dr. M. J. 
Seifert, Chicago. Chicago Medical Book Co., Chi- 
cago. Price, $3.00. 


This book is written on the experience gained as a 
teacher in the various medical schools and training 
schools for nurses. It is brief, yet presents the subject 
plainly with many practical ideas. 


Topacco Hasrr Eastty Conqguerep. How to do it 
agreeably and without drugs. With appendix, To- 
bacco the Destroyer, by M. MacLevy. Albro Society, 
Inc., New York. 


This book is gotten up with the intent of curing 
the tobacco habit without use of drugs. Whether it 
would be as vows d for the tobacco victim as the author 
attempts to imply we are not in position to say. 








